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The acceptance of WECKINK STERILIZING BAGs has been so great 
that additional sizes for handling more items became a necessity. 
The present range is shown at the right. 

In addition to PROOF OF AUTOCLAVING?, these bags offer the 
following advantages: 


® water-resistant glue—bag will not come apart during or after 
autoclaving. 


® complete steam penetration—the special paper used in WECKINK 
BAGs allows complete steam penetration of the contents. 


e wet-strength paper-—resists tearing when wet. 


Weck’s complete line of Sterilizing Bags ac- 
commodate most every item for autoclaving! 


If you haven’t tried WECKINK STERILIZING BAGS you will discover that 
they are the most convenient and most economical (labor and material 
considered) method of packaging for autoclaving. 


Write for free samples and prices including special contract prices. 


ICs A. SURGEON’S GLOVES, FANFOLD TOWELS, 
COTTON BALLS, V-PADS — 1012” x 6” 
B. CATHETERS —22” x 212” 


C. SYRINGES — 30 and 50 cc—10” x 242” 
= | D. SYRINGES—10 and 20 cc—8” x 22” 
E 
F 


. SYRINGES—2 and 5 cc—6” x 212” 
°F. NIPPLE CAPS—4” x 112" x 


71 years of knowing how 


G. NEEDLES — 4” x 1%" (and a host of other small items) 


NOTE: WECKINK STERILIZING BAGS are only part of the complete Weck System which revolutionizes the p: 
preparing items for autoclaving. Full details on request —or better —check with your Weck representative. 


Now available in many sizes 


WECKINK STERILIZING BAGS 


+Autoclaving is not, per se, pr 


EDWARD WECK & co. DIVISION OF STERLING PRECISION CorP. BROOKLYN 17 
Manufacturers of Fine Surgical Instruments and Hospital Specialties * Instrum 


In California: Contact Crown Surgical Division, Pasadena 
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T.E.D. anti-embolism stockings 
speed blood flow, help reduce 
atalities due pulmonary embolism! 


\ccelerated blood velocity minimizes 
formation and incidence of clots 


T.E.D. Anti-Embolism Stockings insure 
steady, uniform pressure of the lower leg, help- 
fmf ing to speed the flow of blood. 
4 It is reported that the majority of fatal 
: pulmonary emboli cases originate with clots 
from the deep veins of the calf. T.E.D. Anti- 
Embolism Stockings counteract this by re- 
ducing the caliber of the veins enough to 
accelerate blood velocity and thus discourage 
thrombus formation. 

T.E.D. Anti-Embolism Stockings maintain 
an over-all compression between 10 and 15 
mm. of mercury—as you know, the ideal 
range in prophylaxis for thrombo-embolic dis- 
ease. Application is so simple it can be han- 
dled even by a nurse’s aid. 


= T. E. D. 
ANTI-EMBOLISM 


The same fluid volume passing through a smaller 


a BAUER & BLACK DIVISION 
diameter means a greater speed of flow. 


A constriction in a 


D. J., and Fuchs, M.: 
‘athogenesis, Diagnosis, and Man. 


ment of Thrombophlebitis, iat. 
13:307 (May) 1958, 


rility. 


e of 2. Houston, A. N., Roy, W. A., and 
»Jdominal Veins, J.A.M.A. 
166:2158 (April 26) 1958. 
3. Wilkins, R. W., Mixter, G., J 
W., , G., Jr.; 
R., and Litter, J.: Elastic 
in the Preventi f Pul- 
/ YORK Embolism, New  Englend 
pairing M. 246:360 «Mar. 6) 1952. 


4. Judson, W. i: Present Da 
» W.E.: y Treat- 
Tho of Congestive Heart Failure, 
e M. Clinics of N. America 
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35: 1333-1350 (Sept.) 1950. 

5. Tidler, J.: Thrombo-Embolic Dis- 
orders, N. Carolina M. J. 18:65 (Feb.) 
1957. 

6. Allen, A. W.: Management of 
Thrombo-Embolic Disease in Surgi- 
cal Patients, Surg., Gynec. and Obst. 
96:107 (Jan.) 1953. 

7. Foley, W. T., and Wright, I. S.: 
Medical Management of Thrombo- 
phlebitis, The Heart Bulletin 7:5 
(Jan.-Feb.) 1958. + 

8. DeLaughter, G. D., Jr., Embol- 
ism, Pulmonary, in Conn., H. F., 
Current Therapy, Philadelphia, W. E. 
Saunders Co., 1958, P. 83. 


Embon 1 a pipe increases the velocity of flow. The T.E.D. Anti- 
re olism Stocking applies this principle, speeding the flow of blood in 
@ lower leg where emboli most often get their start. 
++++FOR COMPLETE LITERATURE «+--+ 
Recent Literature on Thrombosis and Pulmonary Embolism : on Thrombo-Embolic prophylaxis using T.E.0. Anti- 


Embolism Stockings, fill in and mai) this coupon to: 


The Kendall Company 
Bauer & Black Division, Dept. HT-6, 
309 W. Jackson Bivd., Chicago 6, Ill. 


Name 


Address. 


Zone State 


For further information see postcard opposite page 142. 1 
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VER since the first Staph Newsletter, the “significant 
suggestions” we have been privileged to offer you on 
staph control have seldom emphasized the phage 
and strains of staph or their varying antibiotic suscep- 

tibility. Just as you probably do, we consider any strain of 
staph potentially dangerous and the judicious use of anti- 
biotics the province of the physicians and the Infection 
Control Committee. In the March 11th issue of The Journal 
of the American Medical Association (page 886), Doctors 
Wallmark and Finland reveal the interesting results of 
comparing strains of the previous ten years with 1959-1960 
at Boston City Hospital. 1550 strains were isolated. Among 
their significant conclusions are: 


The proportion of strains of staphylococci resistant to 
the widely used antibiotics has continued to increase. 


The lowest proportion of resistant strains was obtained 
from outpatients, the proportion increased with length of 
hospitalization and was highest in the strains obtained at 
autopsy. 


As sensitive staph strains are eliminated by antibiotics, 
resistant staph persist, multiply and spread. 


Fortunately, there is published evidence that staph or- 
ganisms which have become resistant to antibiotics do 
not ipso facto become resistant to any one of the L&F phe- 
nolic disinfectants — Amphy]®, O-syl®, Lysol®, or Tergisyl® 
detergent-disinfectant. All are broad spectrum microbi- 
cides which are not only staphylocidal but also pseudo- 


monacidal, tuberculocidal and fungicidal. And we do have 
this suggestion — 


Write today for your copy of our new infection control 
kit titled, “Contamination Control That Works...in your 
Hospital”. In a conveniently index-tabbed jacket we've col- 
lected a variety of pertinent materials. Whether you’re in- 
terested in general housekeeping, isolation units, O.R. and 
recovery, O.B. and maternity, nursery and pediatrics, 
emergency and outpatients, laundry, or the whole hospital 
—you'll find in this kit specific “how, where, and when” 
information on dependable contamination control. Re- 
prints report successful control of infection in well-known 
hospitals, and how it is being done. Brochures give specific 
procedures easy to foliow in any hospital. The kit is suit- 
able for use by the Infection Control Committee in re- 
evaluating environmental control throughout the hospital. 


We'll be glad to send each member an individual copy if 
you ask us. Please do. 


When you're talking to some of the doctors in your 
hospital, you may want to tell them about a special clinical 
symposium, “The Hazards of Infection”, scheduled for 
Sunday, June 25, at the Savoy Hilton Hotel in New York 
City. This is the final session of the annual meeting of the 
American College of Angiology and the International Col- 
lege of Angiology which precedes the annual AMA meet- 
ing. The complete two-hour program with names and 
professional affiliations of the participants is too long for 
mentioning here, but if you would like these details please 
let us know. Perhaps you, too, will want to be there. 


From the time our new spray-on form of Amphyl wa 
first discussed in the L&F research lab, I agreed with many 
of our hospital friends who felt that Amphyl Spray would 
take care of a lot of difficult disinfection problems. Partic. 
ularly —odd-shaped surfaces, hard-to-reach areas, also for 
immobilizing organisms immediately after accidental spills 
of infectious material, and prior to disinfection, e.g., by 
flooding. The versatility of Amphyl Spray as a deodorant 
is also “inspiring” many hospitals. For instance, on the 
orthopedic service it is being sprayed directly onto the 
patient’s cast to offset malodors. Amphyl Spray lends it- 
self well to this use since it leaves no sticky or greasy resi- 
due and no evidence of its having been used except the 
reduction in odor. As a disinfectant, Amphyl Spray is 
handy for frequent drenching of the base and understruc- 
ture of the operating table. Be sure to send for our new 
bulletin on specific Amphyl Spray procedures. 


In a study of one thousand consecutively operated cases 
from the General Surgical Wards of the University Hos- 
pital in Oklahoma City, the infection rate in 537 clean 
wounds ranged from 3.1% without preoperative antibio- 
tics to 4.0% with preoperative antibiotics. In the 463 con- 
taminated wounds, infections complicated the surgical 
wound in 11.9% when antibiotics were used postopera- 
tively and in 5.0% when not used. In the clean wounds, 
infection was nine times greater among patients who re- 
ceived antibiotics postoperatively. In discussing this study, 
the authors say that it is becoming obvious that their use 
(prophylactic antibiotics) offers no real protection against 
the appearance of a wound infection. (American Surgeon 
12:781, December, 1960) 


Routine de-contamination of floors, objects, surfaces, 
blankets, and linens can be one of the most economic, 
effective, and simple control measures against infection 
and superinfection. Here’s why —it reduces the number of 
organisms available for spread by any route —contacl, 
nasal, or airborne—thus reducing both the excess hos- 
pital days and the risk of debilitating infection in both the 
patient and the hospital personnel. 


Please write us for any of the information offered in this 
letter. If you want copies for teaching purposes or group 
discussion, please let us know how many you will need. 
When you have additional questions, our research labora- 
tories and technical advisors are ready to help. I, per 
sonally, would like to hear from you at any time. 


Robert E. Dickens 
General Sales Manager 
Professional Division 
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sterile dressings 


This unique packaging technique 
permits easy removal without r 
contamination of the contents, 
Once opened it cannot be 
accidentally resealed. The 
user may be certain that 
“a sealed package is 

a sterile package.” 


Specify the 
most trusted name in 
sterile dressings for 
hospital use. 
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THIS MONTH IN 


@ Podiatry— iis place in the general and spe- 


cial hospital—is explored by companion 
articles with different points of view. The 
California Podiatry Hospital in San Fran- 
cisco, and the podiatry department of St. 
Luke’s and Children's Medical Center, 
Philadelphia, are spotlighted in the pro- 
vocative series beginning on page 46. 


@ The first statewide uniform accounting pro- 


gram in the United States has gone into 
effect in California. It took four years of 
preparation and many, many meetings of 
experts to work out the final program; 
and certainly its results will be eyed avidly 
—and carefully—by hospital people 
across the nation. On page 55, California 
Hospital Association's accounting consult- 
ant G. Harvey Long explains to TOPICS 
readers the aims and workings on the new 
program, which has already been installed 
in hospitals representing 65 percent of the 
total hospital beds in California's 520 gen- 
eral hospitals. 


@ What equipment is needed for an inhala- 


tion the-apy department for the newborn 
nursery? What type of personnel, and how 
many? The major factors to be considered 
in setting up such a department are the 
core of a story in the Pediatrics depart- 
ment by Roy F. Goddard, M. D. Page 79. 


@ New this issue is Topics’ Film Review of 


the Month, which will be a regular feature 
devoted to hospital, medical, and surgical 
films. Selected by the editors on the basis 
of merit and interest, films reviewed will 
be available for loan either free of charge 
or for a nominal fee. Page 119. 
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million man-miles per year... assure 


“factory” service for your AMSCO equipment 


T: assure your hospital maximum bene- 
fit from the long life and flawless perfor- 
mance which are built into American equip- 
ment, more than a hundred Amsco service 
experts are headquartered in 81 strategically- 
placed cities across the country. 


In a typical year these full-time, factory- 
trained specialists travel more than two 
million carefully planned miles. 


Their skilled supervision assures correct 
installation of the new Amsco equipment 
you buy. 


Their quarterly inspection and adjustment 
calls assure low-cost, peak performance for 
some 2,500 hospitals using the Preventive 
Maintenance Agreement. 


Their ready availability and complete dedi- 
cation assure fast, competent emergency 
service for EVERY hospital. 


World's largest Designer and Manufacturer of Sterilizers, 
Surgical Tables, Lights and related technical equipment 


Just as Amsco’s worldwide “listening 
posts’ and vast research facilities provide 
the most advanced techniques and equip- 
ment .. . Amsco’s unequalled service staff 
protects and prolongs the high performance 
of this vital technical equipment. 


Amsco service is an integral ‘“‘plus’’ value 
in every unit of Amsco equipment. PMA... 
Preventive Maintenance Agreement . . . is 
its most economical, orderly and efficient 
application for your hospital. 


1F YOUR HOSPITAL IS NOT YET 


USING PMA, WRITE FOR 
BULLETIN MC-510 


AMERICAN 
STERILIZER 


ERITE*s PENNSYLVANIA 


For further information see postcard opposite page 142. 
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TO THE THIRD STAGE OF ANESTHESIA AND BACK- 
EVENLY...RAPIDLY... UNEVENTFULLY : 


SURITAL sodium 


ULTRASHORT-ACTING INTRAVENOUS ANEsTHETIC I'yom smooth induction to prompt re- 
covery, SURITAL sodium (thiamylal sodium, Parke-Davis) provides specifie 
advantages both for surgical team and patient. Adaptable to most operative 
and manipulative procedures, it assures a uniformly sustained plane of anes- 
thesia, plus low incidence of laryngospasm and bronchospasm with minimal 
respiratory depression. And because SURITAL sodium rarely produces nau 

or vomiting, it contributes significantly to greater patient comfort. See medi 
brochure for details of administration and dosage. 


PARKE-DAV!IS 


PARKE, DAVIS & COMPANY, Detro# 32, Michigan 
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mcontributes to Hair Loss 

emporary loss of more than a nor- 
Smal amount of hair can be the result 
of excessive anxiety, according to 
Albert M. Kligman, M.D., Philadel- 
phia. 

The condition is uncommon, says 
Dr. Kligman, but his doubts about 
whether hair loss could be caused 
purely by psychological factors were 
dispelled with his observation of five 
eases in which physiologic causes 
could not be found, particularly a 
dramatic case involving a prisoner. 
The man had gone on trial three 
times and escaped the death penalty 
on a legal technicality in each in- 
stance. The fourth trial resulted in a 
conviction of murder in the first 
degree. About 10 weeks later he be- 
gan to complain that his hair was 
falling out. He became bald. 

His hair began to grow back about 
eight weeks after shedding subsided. 
The prisoner, subsequently par- 
doned, had complete hair regrowth 
by the time he was released. 

The other four patients studied 
had received psychiatric care and 


had histories of psychosomatic ill- 
ness. 


Egg Stops Maturing— 

Biologist Asks Why 

After several years of experimenta- 
tion with salamander eggs, Dr. Alan 
Humphries, biologist at Emory Uni- 
versity, Atlanta, has found a clue to 
why an egg cell stops maturing. 

He noted that all eggs stopped 
maturing after leaving the ovary and 
entering the oviduct, although some 
eggs would continue their matura- 
tion if they did not enter the ovi- 
duct. Jelly-like secretions from the 
walls of the oviduct were found to 
be an acid mucopolysaccharide 


Robert J. Dempsey, Jr., Chicago, and Ann Flannery, Milwaukee, stand beside a five- 
foot sugar-coated model of the new St. Joseph's Hospital, now under construction 
in Chicago. The model, and the youngsters’ costumes, were occasioned by a women’s 
board luncheon celebrating the 100th anniversary of the arrival of the Sisters of 


Charity, who manage St. Joseph's. 


already known to sometimes stop 
cell division. 

“This looked like the answer,” 
states Dr. Humphries, “but more 
experimentation showed that only 
about 20 percent of the egg cells 
continued to develop when they 
were detoured from the secretions.” 

The answer may lie with how 
much pituitary stimulation the egg 
receives while in the ovary, accord- 
ing to the biologist. After the egg 
leaves the ovary it develops a pro- 
tective coating which may insulate 
it against further stimulation until 
it is penetrated by the sperm. The 
jelly-like secretions in the oviducts 
may simply provide further insula- 
tion against pituitary stimulation. 


Computer Screens ECG’s 

With 95 Percent Accuracy 
Ninety-five percent accuracy—a far 
higher percentage than the general 
average for readings by physicians— 
has been recorded by an electronic 
computer. 

Hubert V. Pipberger, Mt. Alto 
VA Hospital, Washington, D.C., re- 
ports that both electrocardiograms 
and vectorcardiograms were used 
for comparison. The computer can 
make a much more rapid and de- 
tailed study of the heart record. 

According to Dr. Pipberger, the 
VA research is the first such pro- 
gram in which data collecting, data 


(Continued on page 92) 
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after eleven million treatment courses... 
consistently broad antibacterial action | 


brand of nitrofurantoin oe 
@ through the years...consistently broad 
Fy ra qd a n ti n antibacterial action against urinary 
tract pathogens —“It was interesting 


to observe that nitrofurantoin [FURADANTIN] showed a consistent in vitro’ effectiveness 
against the bacteria tested throughout the four year period, thus revealing negligible develop- 
ment of bacterial resistance, if any, through the years.” suit, c.R.,etal.: Antibiot. Chemother, (Wash. ) 10:694, 1960. 


*Conservative estimate based on the clinical use of FURADANTIN tablets and Oral Suspension since 1953. 


rapid, safe control of infection throughout the urinary system 
EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, N.Y. 
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| OF 6 OVERSTAYS OR UNDERSTAYS 
IN MICHIGAN HOSPITALS, STUDY SHOWS 


One of every six patients discharged from Michigan 
hospitals in 1958 either stayed too long (9.6 percent) or 
left too early (6.8 percent), according to a report issued 
May 13 by the Michigan Study of Hospital and Medical 
Economics. 

Report is one in a series of 13 completed by the study, 
a university-wide project financed by grants of more 
than $380,000 from the W. K. Kellogg Foundation. The 
three-year study, largest independent analysis yet made 
of hospital and medical economics in any state, was di- 
rected by Prof. Walter J. McNerney. 

Patients who stay only a day or two longer than nec- 
essary may add as much as $15 million annually to hos- 
pital bills in Michigan, while those who leave a day or 
two early may require an additional $5 million in serv- 
ices to meet minimum standards for adequate care, re- 
searchers declared. 

Their estimates were based on an intensive analysis 
of a sample of 5,750 cases representing nearly half the 
hospital discharges in Michigan that year. 

The analysis was limited to 118 diagnoses which ac- 
count for about 47 percent of total patient discharges 
and 38 percent of total days of hospital stay in the state. 

Overuse totaled 200,000 patient days for these diag- 
noses and underuse 70,000 days. Since Blue Cross covers 
half the hospitalized population, elimination of overuse 
might mean a saving of about $7.5 million annually, and 
providing minimum care for patients who underused 
facilities might add about $2.5 million to Blue Cross 
charges. Thus, net saving from eliminating both under- 
use and overuse would amount to about $5 million. 

Subtracting both underuse and overuse from total 
patient discharges provides a good guide to hospital 
efiectiveness, researchers said. For the state as a whole, 
rate of effectiveness in 18 diagnoses studied was 83.6 
percent. 

As a group, only hospitals with less than 50 beds had 
more understay (13.9 percent) than overstay (8.5 per- 
cent). They also had the largest total ineffective use of 
any hospital group (22.4 percent). When the patient 
footed the entire bill himself, understay (16.7 percent) 
was far more common than overstay (6.3. percent). 
When the bill was paid by any other source, overstay 
(118 percent) was twice as common as understay (5.6 
percent). 

The more sources of payment for bills a patient had, 
the longer he was likely to stay hospitalized, study 
showed. Also. patients whose bill was paid by different 
Sources used two to three times as much diagnostic x- 
fay service and from one-and-a-half to two times as 
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much laboratory service as those who had only a single 
source of payment. 

For the 18 diagnoses studied, unnecessary admissions 
did not comprise a major problem. Only one case in 40 
(2.4 percent) of those studied intensively should not 
have been hospitalized, according to the report. 

Researchers recommended: 

—That Blue Cross require participating hospitals to 
join the Professional Activities Study of the Commission 
on Professional and Hospital Activities. 

—That Blue Cross pay part of expense involved in 
this new effort for a three-year trial period. 

—That methods developed in the study be used in 
making a new, expanded and improved analysis of effec- 
tive hospital use in Michigan. 

—That the minimum acceptable size for acute general 
hospitals be set at 50 beds for aid under Hill-Burton, for 
accreditation, Blue Cross participation, and eligibility 
for any third-party reimbursement, and that this stand- 
ard be raised “at the earliest feasible time” to 75 beds. 
Where smaller hospitals are deemed essential in sparsely 
populated areas, their licenses should be for limited and 
specific purposes. 

Complete report on study will be published next fall 
in two volumes, under the title Hospitals and Medical 
Economics, by the Hospital Research and Educational 
Trust. For additional information on study findings, see 
the July issue of Topics. 


HOUSE APPROVES $4 BILLION 

BUDGET FOR DEPARTMENT OF HEW 

Total of $4,020,134,000 for Department of HEW was in- 
cluded in the 1961-62 budget approved by House of 
Representatives in mid-May. This is $48 million over the 
sum requested by the White House. 

PHS would get $1,123,180,000. Amount approved for 
Hill-Burton program was $187,972,000, of which $185 
million was for construction grants, $1.2 million for re- 
search, and $1,772,000 for administrative expenses. 


BRIEF BRIEFS 
HEW Secretary Ribicoff has invited all governors to 
send delegates to a meeting in Washington June 15-16, 
to discuss implementation of recommendations of White 
House Conference on Aging. 

—Oregon legislature has passed a law requiring vol- 
untary and proprietary hospitals to enter into collective 
bargaining with nurses on wages. 
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1- 2 New Hampshire Hospital Asso- 
ciation, Wentworth-by-the-Sea, 
Newcastle 

3-15 International Medica |-Surgical 
Meetings, Turin, Italy 

5- 7 AHA Institute, Hospital Purchas- 
ing (Advanced), AHA Headquar- 
ters, Chicago. 


Calendar of Meetings 


5- 9 International Hospital Federation, 
Venice, Italy 


6- 7 Maine Hospital Association, Sam- 
oset Hotel, Rockland 


6- 8 AHA Institute, Patterns and Prin- 
ciples for Auxiliary Leaders, Wil- 
lard Hotel, Washington, D. C. 


8-10 AHA institute, Hospital Organiza- 


MISS PHOEBE 


“Check this lightweight Everest & Jennings chair, Sam — 
best thing to hit this business in 3000 years! 


NO 41 1N A SERIES 


EVEREST & JENNINGS INC 


And check this: Wheel chairs arent the 

only product Everest & Jennings makes to ™ 
help you help patients. Everest & Jennings design and 
construction know-how has been put into this STAIN. 
LESS STEEL UTILITY CART. On this cart all casters 
and shelves are removable and interchangeable! Shelf 
corner sleeves and triple-process, chrome plated “spacer 
sleeves” fit over rugged 14-gauge steel corner posts. When 
removed, “spacer sleeves” may be altered to custom-space 
the shelves. Youre sure to get a yen for these beautiful. 
strong. easy-handling carts at only $39.95 each! Ask your 
surgical supply dealer for complete details or write 


Everest & Jennings for literature today. 


EVEREST & JENNINGS, INC., 1803 PONTIUS AVE.,. LOS ANGELES 25, CALIF. 


For further information see postcard opposite page 142. 


tion, Sheraton-Atlantic Hotel, 
New York City 


8-11 American Electroencephalograph. 
ic Society, Hotel Claridge, Atlantic 
City 


9-10 Association of Operating Room 
Nurses, Regional Institute, U, §. 
Grant Hotel, San Diego 


11-16 American Society of Medical 
Technologists, Olympic Hotel, 
Seattle 


12-14 American Neurological Associa. 
tion, Hotel Claridge, Atlantic Cty 


12-15 Catholic Hospital Association, 
Civic Center Auditorium, Detroit 


12-15 AHA Institute, Nursing Service 
Supervision, AHA Headquarters, 
Chicago 


14 Connecticut Hospital Association, 
Connecticut Light and Power Co, 
Berlin 


18-20 Michigan Hospital Association, 
Hotel Pantlind, Grand Rapids 


19-21 AHA Institute, Administrators’ 
Secretaries, AHA Headquarters, 
Chicago 


19-23 ACHA Basic Institute, University 
of Colorado, Boulder 


19-23 AHA Institute, Hospital Pharmacy 
(General), Sienna College, Al- 
bany, N.Y. 


21-23 North Carolina Hospital Associa- 
tion, Grove Park Inn, Asheville 


22-25 American Therapeutic Society, Es- 
sex House, New York City 


22-26 American College of Chest Phy- 
sicians, Hotel Commodore, New 
York City 


23-25 American College of Angiology, 
Savoy-Hilton Hotel, New York 
City 
24 American Academy of Tuberculo- 
sis Physicians, Henry Hudson Ho- 
tel, New York City 


24-25 American Diabetes Association, 
Commodore Hotel, New York 
City 

24-29 International Convention of X-ray 
Technicians, Queen Elizabeth Ho- 
tel, Montreal 

26-28 AHA Institute, Supervision, Uni- 
versity of Arkansas Medical Cen- 
ter, Little Rock 

25-30 American Medical Association, 
Annual Meeting, Coliseum, New 
York City 

(Continued on page !4) 
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NEW SURGICAL ADHESIVE TAPE 
TRADITIONAL TAPE PROBLEMS 


Patient Comfort. New “SCOTCH” Brand Surgical Tape is non- Removal. Tissue-thin copolymer adhesive layer of “SCOTCH” 
occlusive and physiologically inert. Prevents usual maceration Surgical Tape clings firmly to skin, yet does not entrap hairs. 
... Virtually eliminates chemical irritation, even in markedly Tape comes off quickly and easily without depilation. Leaves no 
tape-sensitive patients. It is cool, lightweight.’ dirty residue for time-consuming “clean-up.”' 


~ 


Dressing Changes. Sticks fast, even in sitz bath or whirlpool. Construction. Macrophoto (top) shows new “open” construction 
Fewer changes are required. Yet this tape tears with ease; does of “SCOTCH” Surgical Tape that allows free air passage through 
not tend to stick to rubber gloves or instruments.' There is no microporous backing and adhesive. Perforated tape (bottom) is 
shelf deterioration, no “end-of-roll” waste. almost totally occluded by thick, potentially irritating mass.’ 


“SCOTCH” Brand Surgical Tape is available through your surgical supply dealer in usual widths. Y2 to 3 in., 10-yd. rolls. 


SCOTCH BRAND SURGICAL TAPE MICROPOROUS 


No. 530 
Application. Unlike conventional adhesive tapes, “SCOTCH” Surgical Tape does 
not slip or “creep,” and ordinarily should be laid on without tension. Where tension 
is desired or anticipated, shear stress on the skin may be prevented by cross strips 
of “SCOTCH” Surgical Tape at the ends of primary application. 


1. Golden, T., A Non-Irritating, Multipurpose Surgical Adhesive Tape, Am. J. Surg 100: 789,1960. **SCOTCH” is a registered trademark of 3M Co. © 3M Co., 1961 
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MINNESOTA MINING AND MANUFACTURING COMPANY r3M ¥ 
.. .WHERE RESEARCH IS THE KEY TO TOMORROW 


CALENDAR OF MEETINGS 
(Continued from page 12) 
JULY 
4- 7 American Physical Therapy Asso- 
ciation, Palmer House, Chicago 


12-14 Mississippi Hospital Association, 
Buena Vista Hotel, Biloxi 


16-21 American Association of Hospital 
Accountants, Annual Institute, In- 
diana University, Bloomington 


31-Aug. 4 AHA Institute, Hospital Pur- 
chasing (Advanced), Bellerive Ho- 
tel, Kansas City 


AUGUST 


7-11 AHA Institute, Hospital Pharmacy, 
University of California, San Fran- 
cisco 

14-18 ACHA Advanced Institute, AHA 
Headquarters, Chicago 

27-Sept. 1 American Congress of Physi- 
cal Medicine and Rehabilitation, 


TORRINGTON SURGEONS NEEDLES— 
THE WORLD'S FINEST 


Have The Keentorr Finish — the smoother finish with the sharper cutting 
edge obtained with new manufacturing methods. 


Are Available for Immediate Delivery from stock. 


Are Made in America of the finest stainless steel — to quality standards un- 


matched throughout the world. 


Are Packaged in See-thru Plastic Envelopes that permit quick and easy 
identification and insure maximum needle protection. 


WRITE FOR NEW TORRINGTON SURGEONS NEEDLE CATALOGUE #60 


Lists all types and includes conversion chart for your ordering convenience. 


progress through precision SURGEONS NEEDLES 


THE TORRINGTON COMPANY 


Torrington, Connecticut 


14 For further information see postcard opposite page 142. 


Sheraton-Cleveland Hotel, Cley 
land 


29-30 AHA Institute, Credits and Colle. 
tions, Hotel Benson, Portland 


31-Sept. 6 American Psychological Agso. 
ciation, Commodore, Biltmore 4 
Roosevelt Hotels, New York City 


SEPTEMBER 


5-15 ACHA Basic Institute, Interne. 
tional House, Chicago 


7- 8 Montana Hospital Association 
East Glacier Hotel, East Glacie; 
Park 


11-15 AHA Institute, Hospital Engineer. 
ing, Willard Hotel, Washington 
<. 


11-15 AHA Institute, Central Service Ad. 
ministration, AHA Headquarters 
Chicago 


23-25 American College of Hospital Ad- 
ministrators, Convention Hall, At- 
lantic City 


24 ACHA Convocation Ceremony, 
Convention Hall, Atlantic City 


2 


ACHA Annual Banquet, Traymore 
Hotel, Atlantic City 


24-29 American Society of Plastic and 
Reconstructive Surgery, Roosevell 
Hotel, New Orleans 


25-28 American Association of Nurse 
Anesthetists, Convention Hall, At- 
lantic City 


26-29 American Roentgen Ray Society, 
Deauville Hotel, Miami Beach 


27-29 American Association of Medical 
Clinics, Barbizon Plaza Hotel, 
Atlantic City 


30-Oct. 8 American Society of Clinical 
Pathologists, Olympic Hotel, Se 
attle 


OCTOBER 


2- 4 AHA Institute, Hospital Laundry 
Management and Operation, 
Lord Baltimore Hote!, Baltimore 


2- 5 American Academy of Pediatrics, 
Palmer House, Chicago 


2- 6 American College of Surgeons 
Clinical Congress, Conrad Hilton, 
Chicago 

8-13 American Academy of Ophthal: 
mology and Otolaryngology, Pal- 
mer House, Chicago 
(Continued on page 16) 
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Good Patient Relations* are an essential consideration for every 
Laundry 
peration, hospital, every day. Regular use of Dermassage helps achieve 1t. 
altimore 
se. Patients want to be treated gent/y. This gentle care, or lack of it, makes lasting MAIL COUPON FOR FREE TEST QUANTITY 
ediatrics, impressions on them and their friends—with important consequences for the sia iitaattieitetaaiti aetna 
hospital. In over 4,000 hospitals, the accepted way to demonstrate the special ' S. M. EDISON CHEMICAL COMPANY, INC. : 
attention to patient comfort is with a regular Dermassage massage. There are j 300 Park Ave., New York 22,N.Y—BoxRNW 4 
— many advantages i in this. Dermassage has a fresh, pleasant aroma of natural § ©) Please send a generous sample of : 
d Hilton, menthol patients like. It’s non-greasy. Can’t stain bed clothes. And 4 Dermassage for evaluation at no cost or 
Dermassage contains no alcohol to dry and irritate the skin. Helps prevent 1 obligation. ' 
Ophthal: bedsores and sheet burn. And, as you'd expect, Dermassage maintains an : | IT enclose our hospital's picture or letter- 4 
P “ excellent bacteriostatic activity against common skin bacteria. Consider using : head for free sample layout of imprinted 8 
ogy, Pal: Dermassage to improve and expand your hospital’s P.R. program now. Over H bottle. ; 
4,006 1 ! 
,000 hospitals can’t be wrong Position : 
Patient-accepted, hospital-proved Hospital No. of Beds 
ermassa . America’s foremost Address 
1 
non-alcoholic body rub City Zone____State 
TOPIC JUNE, 196) For further information see postcard opposite page 142. 15 


CALENDAR OF MEETINGS land, Sheraton Biltmore Hotel, 12-13 Nebraska Hospital Association 
Providence Cornhusker Hotel, Lincoln 


Conti d 14 
page 36) 11-12 Vermont Hospital Association, 
: 16-17 Idaho Hospital A ‘ati 
9-12 American Association of Medical Vermont Hotel, Burlington Lodge, rar On 


Record Librarians, Benjamin 17-13 


AHA Institute, Hospital Safety and 
Franklin Hotel, Philadelphia 


Insurance, Adolphus Hotel, Dallas 


16-17 National Council on the Aging 
9-13 AHA Institute, Nursing Service 11-13 Missouri Hospital Association, New York City 


Administration, AHA Headquar- Sheraton-Jefferson Hotel, St. Louis 
ters, Chicago 


12 Association of Delaware Hospi- 16-18 AHA Institute, Management Dg 
10 Hospital Association of Rhode Is- tals, Dover velopment, AHA Headquarters # 
Chicago 


AHA Institute, Staffing Depart. 
ment of Nursing, Sheraton Hotel, 
Philadelphia 


South Dakota Hospital Associa. 
tion, Sheraton-Cataract Hotel 
Sioux Falls 


Arizona Hospital 
Ramada Inn, Phoenix 


Association, 


West Virginia Hospital Associa. 
tion, Morgan Hotel, Morgantown 


Association of. Operating Room 
Nurses, Regional Institute, Sham- 
rock-Hilton, Houston 


American Heart Association, Bal 
Harbour, Miami Beach 


Oregon Hospital Association, 
Eugene Hotel, Eugene 


any 
barrel. 22-25 American College of 


enterology, Hotel Cleveland, 
Cleveland 


22-25 Colorado Hospital Association, 
Harvest House, Boulder 


American Society of Anesthet 
iologists, Statler Hilton Hotel, los 
Angeles 


23-27 California Hospital Association, 


VIM°CLEAR BARREL INTERCHANGEABLE SYRINGES 


C Complete line in 3 tip types—glass, metal Luer, Luer lock—and all sizes are completely 
interchangeable. (1) Greater durability of moulded (not ground) clear barrel, which reduces 
friction wear, ensures longer life of syringes. () Exact control of dosage is assured by greater 
visibility of markings and medication. 1) Precise tolerance of pistons and barrels safeguards 
against chance contamination. Warning of inadequate syringe cleaning may be signaled if 


24-27 American Dietetic Association, 
Sheraton-Jefferson Hotel, St. Louis 


25-28 American Association of Blood 


Banks, Drake Hotel, Chicago 
piston does not operate smoothly in barrel. 

SURGICAL PRODUCTS DIVISION 
AMERICAN CYANAMID COMPANY, 30 ROCKEFELLER PLAZA, N.Y. SALES OFFICE: DANBURY, CONN. 26-27 Washington State Hospital es 


Producers of VIM® Hypodermic Syringes and Needles 


sociation, Chinook Hotel, Yakima 


16 For further information see postcard opposite page 142. : HOSPi7AL TOPICS 
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ANNOUNCING 
THE RELEASE OF A NEW 16 MM. 
COLOR MOTION PICTURE 


illustrating 


PERITONEAL DIALYSIS 


An actual procedure as performed by Telfer B. Reynolds, M.D., 


Professor of Medicine. 


University of Southern California School of Medicine. 


This less complicated medical procedure may be performed 


at any hospital. 


Prints of this sound film are available (at no charge) 
for showings at staff meetings, in-service train- 


ing programs and for any interested 
professional group. 


ask your Don Baxter representative or simply w ..- FILMS, 


DON BAXTER, INC. 


GLENDALE, CALIFORNIA 


4 
, 
# 
reserve the film, 
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Which patient ? 


SHOULD THE PATIENT BE TOLD THE TRUTH? 


By Paul H. Braver, M.D.* 


Condensed from Nursing Outlook, December 1960 


Scientific progress has made it pos- 
sible to delay the outcome of much 
terminal illness and to alleviate 
many of the accompanying physi- 
cal discomforts. 

Yet, paradoxically, because of 
this very scientific advance, man 
rarely dies with dignity, in the 
comfort of his own home, sur- 
rounded by his family and friends 


/- gathered to pay their last respects. 


Rather, he is “comforted” by 
oxygen tanks, tubes in every nat- 
ural and surgically-made orifice, 
and busy hospital personnel intent 
on carrying out the physician’s or- 
ders. 

We need to focus our efforts on 
achieving psychological support for 
the patient with a diagnosis of a 
terminal illness. In addition, since 
we are usually treating both pa- 
tient and his family, it is vital to 
keep clearly in mind that the pro- 
tagonists may be operating and 
focusing on different horizons. 
Consequently, whereas we may 
take it for granted that the pa- 
tient’s goal is simple and clear— 
to get well—the same is not neces- 
sarily true for the family, whose at- 
titudes must inevitably be colored 
by their own personal problems 
and preferences. 

When a relative asks, “How long 
will he last?” the question may de- 
rive from a sense of impending, 
grievous loss, or from a fainter or 


*Chief, ton a. Mt. 
Sinai Hospital. N York ty. 
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brighter hope that it will be pret- 
ty soon—‘“because I never liked 
him anyway; the illness costs a lot 
in time, energy, and money, and I 
can use his insurance money.” 

Even when there is a good, lov- 
ing relationship, there comes a 
time near termination when the 
survivor-to-be feels the patient 
might be better off really dead: 
“TI think I want death at last to 
free you—and me.” 

We must also observe how the 
family reacts to certain symptoms 
and manifestations of the disease. 
How great is the relative’s anx- 
iety? How does he understand 
illness? Is he properly sympathiz- 
ing or does he convey grief? Is he 
mourning? What does it really 
mean when a relative insists that 
only he be told the diagnosis? Can 
we accept the statement of the pa- 
tient who insists that no one in his 
family be told? Can we take literal- 
ly and how do we handle the pa- 
tient who tells us, “Don’t hedge 
with me, I can take it; and besides, 
I have a right to know.” 

As a first step toward a con- 
structive approach to terminal ill- 
ness I would substitute such terms 
as “advancing,” “progressive,” or 
“severe” illness and reserve “ter- 
minal” for that period when the 
patient is more or less moribund. 
These terms leave out the element 
of time and emphasize the quality 
and process involved. 


HOSPITAL 


SECTION 


The objection to the word “ter- 
minal” does not stem from the 
naive hope that a euphemism can 
effectively alter the frame of mind 
of the patient and family, but 
from the fact that the word “ter- 
minal” quite accurately reflects the 
current fundamental psychic ori- 
entation—the prejudices, conscious 
and unconscious attitudes evoked 
by serious illness in which the out- 
come is considered to be even- 
tually and surely fatal. The impli- 
cation of the word “terminal” is 
not that the patient will die some 
time in the future from the disease, 
but rather that for all practical 
purposes this patient is dead. 

Attitudes and emotional states 
are contagious, especially in states 
of anxiety and regression, both of 
which occur in any illness. If we 
can influence the family’s attitude, 
we can help the patient whose 
capacity to adapt to his illness may 
be inadequate. 

The closer and more important 
the person is to the patient, the 
greater is the “contagion” or sus- 
ceptibility to the other’s state of 
mind. 

This explains, in part, the intense 
attachment and security which the 
patient and family develop to 
unscrupulous agents who promise 
a cure. We call them charlatans 
and, to various degrees, they are. 


(Continued on next page) 
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But if we do not dismiss these 
para-practitioners as beneath our 
notice we can learn something im- 
portant from them for they, per- 
haps more than anyone else cur- 
rently, treat and regard the patient 
as having a disease which is really 
not very different from other seri- 
ous diseases. And this is the criti- 
cal and constructive point of view. 

The charlatan’s attitude teaches 
us that if we minimize the im- 
minence of death and still provide 
the best treatment available, the 
patient may regain his equilibrium 
and perspective. Instead, though, 
far too many patients are subject- 
ed to a procession of professional 
people who more or less uncon- 
sciously communicate their own 
unhealthy reactions and frighten- 
ing fantasies about chronic illness- 
es—their own hostility and impa- 
tience, stemming from challenged 
omnipotence—and so, reject the 
patient. 

We tend to think of “truth” as 
something circumscribed, immut- 
ably bound, mathematically accu- 
rate—an absolute as precise as a 
digit. But—with cancer for in- 
stance—we are talking about a 
disease which is as inconsistent as 
whose concepts of “disease,” “prog- 
nosis,” “pain,” “disability,” and 
“metastasis” are as individually 
and personally defined as “God,” 
“devil,” “good,” and “bad.” Dr. 
Bernard Meyer of Mt. Sinai sug- 
gested that when the question, 
“Should the patient be told the 
truth?” is raised, we ask, “Pray, 
which patient, and what truth?” 

All words have different mean- 
ings for different people. Unless 
we know what the patient’s fan- 
tasies are, his distortions, his as- 


sociations with words which at best 
are not precise and at worst are 
highly emotionally charged, how 
can we talk about telling the truth? 
Thus, to tell a physician with a 
nodule on his cheek, “You have 
basal cell carcinoma” is the truth. 
And if you tell the same thing 
to a frightened, medically-illiterate 
housewife with the same nodule, 
you are also presumably telling the 
same truth. But actually, you have 
said quite different things to each, 
although you uttered them in ex- 
actly the same matter-of-fact way. 
Furthermore, for any given case, 
no one knows the prognosis in 
time, even in the absolute or math- 
ematical sense. When the textbook 
says that the prognosis for adeno- 
carcinoma of the breast in a wom- 
an under 30 is six months to two 
years, the doctor is giving a sta- 
tistical average, and he has seen 
extremes of three months to more 
than five years. How can he tell 
this particular patient or her fam- 
ily how long she will live? Nor is it 
significantly better if he decides to 
give an optimistic estimate of five 
years or more, for there are docu- 
mented cases of spontaneous re- 
mission of even advanced cancer. 
The truth is we do not know 
how long this specific patient will 
live, nor what the course will be. 
We must be guided by this in 
talking with patients and families. 
It is not evasive to say, “I don’t 
know. We will observe and follow. 
Every case is different.” Rather, I 
think it is presumptuous, and de- 
structive, to give any more specific 
a prognosis than that for the time 
or course of the illness. 
We must be firm and not suc- 
cumb to pleading for “a little more 
information” when the latter is not 


Now Children Are Seen As Well As Heard 


Mothers whose children are too small to visit them at the hospital will 
now be able to see them anyway—thanks to closed-circuit television. Such 
TV visits have become available at Holy Cross Hospital, Ft. Lauderdale, 
Fla., to any patient who rents a TV set from the hospital auxiliary. News- 
Views, the Florida Hospital Association’s publication, reports that the child 
under 12, normally not permitted to visit his parent, can now do so by 
picking up a special telephone in the lobby. The child’s image will be 
flashed on the TV screen from the lobby while the telephone chit-chat is 


going on. 


*For a story on another such TV installation, see Hosrrrat Topics, May, 1956, p. 31. 


information but distortion, Ve 
must resist seduction by statistic 
and control our impatience wi; 
the questions which challenge oy 
sense of omnipotence and omni. 
cence and may prompt us to quot 
a valid statistical number whic, 
stops the questions but which is q. 
most certainly inaccurate for thi 
patient. 

To really tell the truth meas 
first to assess carefully the pe 
tient’s and the family’s under. 
standing of disease and of certain 
words, and their intellectual ani 
emotional patterns—and then 
entifically, artistically, and wisely 
present a picture of what is in- 
volved, judiciously ignoring o 
even denying the statistical prob- 
ability of an early fatal outcome. 

For the assumption that the end 
is near evokes quite appropriately 
all the patterns that characterize 
mourning and the family may be- 
gin to mourn. With mourning come 
grief and despair that the patient is 
in essence dead. The tendency to 
grieve for the patient must be 
checked and replaced with sensi- 
tive, properly-dosed sympathy and 
empathy, not necessarily verbal but 
reflected in the total manner. 

If the doctor feels that he does 
not know what will happen to this 
patient, he will be able to treat 
the patient and talk with and about 
him in ways that reflect in every 
word, gesture, and action that he 
considers the patient as being alive; 
that he will strive to keep him alive 
with the same conviction, devotion, 
ardor, and dedication which he has 
for patients with diseases that do 
not evoke the prejudice and distaste 
as terminal illness does. 

The average patient is suscep- 
tible to a healthy reorieniation and 
adjustment and can balance the 
reality of his disease with a healthy 
amount of denial. It is ihe family, 
more than the patient, who needs 
our help. 

Therefore, as suggested earlier, 
when the question of telling the 
patient “the truth” arises, we must 
forget statistics and ask ourselves: 
“Which patient? What truth?” 
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How to Run a Do-Something Meeting 


By Fred DeArmond* 


Condensed from Sales Management, February 17, 1961 


Whether the meeting is a commit- 
tee one in which a group with 
roughly the same levels of author- 
ity meets to explore and plan, or 
one of a department head meet- 
ing with his subordinates, it is up 
to the chairman to make it pro- 
ductive. 

The skillful chairman is a master 
—often because of a few well- 
learned artifices—at handling peers 
or subordinates, critics, misdirect- 
ed enthusiasts, or mutes; and get- 
ting their ideas out—or his ideas 
over. 

In the first case, his job in theory 
is merely to preside impartially. 
In practice he is the leader of his 
group. He arranges the conference 
agenda, sets the date and place, 
and then runs the show—but, if he 
is smart, without seeming to do so. 

The primary purpose of a com- 
mittee is to deliberate and try to 
arrive at a consensus through dis- 
cussion rather than division. In a 
conference of this sort, where the 
participants meet as equals, the 
chairman may have to exercise 
Strategy to avoid precipitate action 
and to manage the people involved. 

Chances are the chairman will 
have to deal with some or all of 
these fairly standard types: 

1. The fellow who is continually 
“popping off” on every question. 

2. The silent hombre who looks 
wise and says nothing. 

3. The bored, critical, know-it- 
all individual. 

4. The face-saver, who disagrees 
and then when he surrenders to 
the prevailing view has the last 


*Author of 4 Guide to Personal Success in 


Mana Mt, SOC 
thee. al te , scon to be published by Pren 
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word: “That’s what I said all 
along!” 

5. The irrelevant talker who is 
inclined to follow some tangent of 
reminiscence or grind his personal 
axe. 

6. The “too-busy” wheel who 
comes into the meeting late or 
leaves early. 

There are means by which a 
chairman can circumvent and con- 
trol each of these types. To No. 1, 
he may interpose, “Just a minute 
Rudy; we haven’t heard anything 
from Paul yet, and I believe I see 
him about to speak . . .” 

No. 2 may need to be called by 
name to bring him into the discus- 
sion: “Dan, how does it seem to 
you?” 

No. 3 may be susceptible to a 
deferential remark about his spe- 
cialized knowledge or experience. 
The group usually will take care 
of trimming him down to size, with 
little assistance from the chairman. 

Let No. 4 have empty little vic- 
tories. At heart he’s trying to be 
agreeable without admitting any- 
thing. He’s the easiest of the lot to 
handle. 

To No. 5 the leader may say: 
“Joe, will you hold that point— 
we'll come to it a little later.” Or, 
heroically, “Joe, we’re going to 
have to adjourn in 15 minutes and 
we have another phase of this to 
consider. Can you sum up your 
thought in one more minute?” 

For. No. 6, try phoning him per- 
sonaily shortly before the meeting, 
or leaving a written note. If he 
walks out before the conclusion 
the chairman can say something in 


(Continued on next page) 
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a half-jocular tome that will slight- 
ly embarrass him and give the rest 
of the group a chuckle. 

Here are several suggestions for 
the man who would run a do- 
something conference. 

First, have an agenda with items 
listed according to priority. If time 
lacks, omitted items will be of least 
importance. 

Don’t be shy about holding the 
discussion within relevant limits. 

Don’t permit a designing partici- 
pant to stampede the meeting. Use 
delaying tactics to make sure the 
deliberate opinion of the whole 
group is expressed. And restrain 
yourself from the ever-present 
temptation to yak-yak just be- 
cause, as chairman, you have the 
floor. 

Be as impartial as possible on 
debatable questions. Do the neces- 
sary manipulating before the 
meeting. 

Now let’s turn to the other type 
of meeting in which a superior calls 


The Illogical Logic of Accident Prevention 


his subordinates into conference. 
Clearly, the leader’s function here 
is quite different from his role in 
a committee meeting. He is the 
boss, and he speaks with author- 
ity. But he has not called these 
people together just to lecture 
them on what to do. He knows that 
their collective judgment is likely 
to be worth more than his alone. 

To the apple polishers he has to 
get over Napoleon’s adjuration to 
his councilors: “You are here, gen- 
tlemen, not to agree with me but to 
express your own views.” But also, 
as another executive used to say: 
“When you disagree with me, I'll 
expect you to say so. But honest- 
ly, I’m not easy to convince.” 

Some of the rules already cited 
apply to the manager-subordinate 
conference as well as to the com- 
mittee meeting. In addition, re- 
member to bring up only matters 
that have general interest for all 
the group. This suggests ruling out 
issues or problems of personal in- 


By Harry Levinson, Ph.D.* 


Condensed from Menninger Quarterly, March 1957 


Reduction in the rate of industrial 
accident fatalities has come about 
through advances in engineering, 
careful and consistent inspection, 
more adequate job training, :nedi- 
cal examinations, and more careful 
selection and placement. But these 
measures don’t deal directly with 
the real problem. 

Safety men have repeatedly said 
to each other that their big prob- 
lem is people: those who, though 


*Director, The Menninger Foundation’s di- 
vision of industrial mental health. 


well protected with safety devices, 
either remove these devices or fail 
to use them; those who, having 
been told about hazards, ignore 
them; those who, though well 
trained, “forget” what they have 
learned. 

By and large, the safety move- 
ment has failed to recognize that 
where accidents are psychological- 
ly motivated, the motivation is 
probably most often unconscious. 
Thus, most of our safety education 
efforts are directed to people’s con- 
scious, rational thinking. We keep 


CORRECTION 
The lead article in last month’s Hospital Digest Section—“Management 
Psychologists Tell You How to Tackle: the problems of your personality; 
the causes of executive failure” (May’s Hosprrat Topics)—was erron- 
eously credited to “Modern Management magazine.” The article was 
condensed from Management Methods magazine. 


terest raised by participants, AgBye have | 
that such topics be withheld fof rowing | 
private discussion. It’s a recognize: no longer 


maxim that what makes a gq; 
meeting is general participation_ 
and the point is to use sheer q. 
thority as little as possible. 

The conference has very defini; 
limitations as an_ instrument , 
management. But there are som 
ends it can accomplish better tha, 
any other means. When a perso 
has taken part in fact-findin; 
or policy-formulating deliberation 
and feels that the action taken o; 
recommended is in part the prod. 
uct of his own judgment, he wil 
be likely to show more enthusiasy 
in making the performance a sw. 
cess. 

The conference is also an excel. 
lent way to communicate fully ani 
thus to standardize correct pr- 
cedures. It’s an axiom as old a 
Aesop that two heads are better 
than one—if you can bring them 
together. 


telling people “Don’t have acci- 
dents” and “Be careful—your life is 
at stake.’ Or we conduct larger 
contests, put more colorful posters, 
think up more clever slogans, and 
hold more redundant conferences 
which yield more pious platitudes 

The reason for much of this il- 
logical activity is another piece of 
illogic. Although safety experts 
have said repeatedly that as high 
as 90 percent of all accidents are 
due wholly or in part to psycholog- 
ical reasons, few of the people 
who are responsible for safety pro- 
grams and measures have any 
familiarity with psychological con- 
cepts and motivation. 

The most significant part of our 
personality is the part that is “un- 
conscious.” That is, most of the 
reasons why we behave as we do 
stem from the experiences which 
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ants, Agwe have had in the course of our 
‘hheld {off sowing up and of which we are 
no longer aware. — 
S a gol There are in all of us two basic 
‘cipation-ff drives, both of which we are un- When You Go To Court 
sheer ay. aware OF Se They are the Physicians, nurses, and hospital executives are seeing more today than ever 
‘ aggressive drive and the construc- the inside of courthouses. Usually cast in the role of a witness, it be- 
'Y defini tive drive. The aggressive drive hooves such professional persons to know their rights and obligations be- 
uMent of gives us Our “push” or our inclina- fore swearing to tell the whole truth and nothing but the truth. 
are som tion to attack. The constructive The willing witness, says a recent Regan Report on Hospital Law, is a joy 
>tter tha, fF drive contributes to our creative to behold and a pleasure to work with. Once on the stand, he answers the 
@ perso; & effort, our ability to love, and our questions put to him in direct and cross-examination as briefly and clearly 
ct-findin; | growth. If there is too much of the as possible. There may be things he would like to talk about, but doesn’t— 
iberation: aggressive drive and it is not ade- assuming the lawyers know their business and the rules of evidence. 
taken o; quately tempered by the construc- Unless physicians, nurses, and hospital executives are themselves cast in 
he prod. f tive drive, we have feelings of hate, the role of plaintiff or defendant, the report continues, they are well advised 
he wa to respectfully request the service of a subpoena upon them, to avoid cer- 
physica tain legal problems that might be attendant upon their court appearance. 
thusiasn among other effects. Cast in the role of a witness, the average M.D., R.N., or H.A. is vulnerable 
€ @ suc. It has often been observed clini- to the criticism that he overextended himself in behalf of a party to the 
cally that the aggressive drive lies litigation. The subpoena creates the courtroom impression that the witness 
in excel. fF behind accidents, that the accident is here in response to a court order and is ready to forthrightly answer ap- 
fully and ff becomes a vehicle for turning one’s propriate questions from judge and counsel. 
ect pro. f aggressive drive against oneself as The expert witness frequently plays the deciding rule in litigation involv- 
S old as | aself-punishment or against others ing hospitals, patients, physicians, and nurses. With no stake in the outcome 
e better [F 2s.a form of revenge. of the case, the expert brings a special tone of authority to the courtroom. 
ng then A great many accidents serve He is expected to educate judge and jury and guide them in making the 
E proper application of the law to the facts of a particular case. Such a witness 
—— eenmearineel purpose for the should be able and prepared to answer questions—frequently couched in 
person who is involved. If that pur- an intricate hypothesis—relative to standards of a profession, accepted 
pose could be served in some other practices and procedures, technics and regulations having a_ bearing 
way he would use it, but in his own on the matter in issue. A chief-of-staff, hospital administrator, or nurse- 
unconscious mind the accident educator may all qualify as experts in a given situation. If invited to do so, 
seems an easier way of solving his be prepared to demonstrate the degree of your experience, the depth of 
particular problem than do other your knowledge, and the courage of your convictions. 
methods available to him. 
For the safety movement gen- —— 
erally, the implications of this are 
twofold. First, any person who is 
responsible for safety should learn It is commonly recognized, for something of a psychological ob- 
all he can about those aspects of example, that accidents tend to oc- server. In studying the accidents 
. motivation and psychology which cur more frequently when there are which occurred, he can find out 
life is relate to his work. Second, much changes in the production sched- from the people involved how they 
larger of our educational material may ule and when other events occur felt at the particular time. Of 
aig have to be revised. Conceivably with which people either are un- course, since so much of motiva- 
: motivational research can con- familiar or do not anticipate. The tion is unconscious, he won't get 
adi tribute to more effective safety safety man, then, can encourage the “right answers” much of the 
i? education. consultive planning with employees time; but at least he will get some 
his il More specifically, safety men and more effective communication hints about what things distract 
me must focus their efforts on people as preventive devices. and disturb people and some idea 
5 high and they must concern themselves The safety man must concern about how he may be alert to simi- 
with matters which have not been himself with morale. The creation in 
aren regarded as their province. of a_ psychological atmosphere of monet ere are pro ems at ~ 
wilh Excessive frustration on the job, warmth and mutual respect 1s an which cause preoccupation 4 _ 
y pro- which tends to increase aggression important aspect of accident pre- worry and may lead to acci ents. 
and therefore to increase also the vention. The safety man can give his sup- 
Bus possibility of accidents, must be The safety man and the super- port to developing counseling serv- 
| con- regarded as an occupational hazard. visors with whom he works must ices in the medical or personnel 
The safety man must concern him- get to know the people for whom departments to which people can 
om self with contributing to the elimi- they are responsible. They must be referred. 
Bead nation of sources of frustration. be sensitive to changes in day-to- In sum, if we can anticipate and 
f the § Obviously not all causes can be day feelings which may predispose take protective measures, we can 
ve do _  ¢liminated. but a good many can to accidents. often minimize the aggressive 
which be modified i : The safety man must become drive’s destructive effects. 
PICS JUNE, 196} 
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Patterns of Medical Care: 
A Hospital's Outpatients 


By Jerry A. Solon, Cecil G. Sheps, M.D., 


and Sidney S. Lee, M.D. 


Condensed from American Journal of Public Health, December 1960 


The essence of the conceptual 
framework in this paper is that a 
person’s use of a particular medi- 
cal resource—be it private practi- 
tioner, outpatient clinic, or other 
—takes on greater meaning when 
examined from the perspective of 
the whole range of medical care 
resources which he uses. This in- 
tegrating view entails more than 
mere enumeration of an individ- 
ual’s sources of care: it calls for 
an understanding of the interrela- 
tionships of the various sources 
and components of care. 

In that light, the immediate pur- 
pose of this study was to reex- 
amine the role of the outpatient 
department in the medical care re- 
ceived by its patients at Beth Is- 
rael Hospital in Boston, not as that 
role might be theoretically con- 
ceived but as it actually functions. 


*Mr. Solon is director, Medical Care 
Studies Unit, Beth Israel Hospital, Boston; 
Dr. Sheps is professor of medical and 
hospital administration, University of Pitts- 
burgh Graduate School of Public Health; 
and Dr. Lee is general director of the 
hospital and lecturer on public health 
practice, Harvard School of Public Health. 


Beth Israel Hospital is a volun- 
tary, general, teaching hospital. Its 
outpatient department (ODP) in- 
cludes 32 clinics, to which about 
60,000 visits are made annually. 
Patients must be judged medically 
indigent to be admitted and eli- 
gibility is determined on a flexible 
judgmental basis rather than by 
a fixed-income scale. The clinics 
are staffed mainly by visiting phy- 
sicians who are in private practice. 

Viewing an individual’s multiple 
sources of medical care from the 
standpoint of “central source” re- 
veals direction and coherence in 
his pattern of obtaining medical 
services. 

In a randon, clinically-stratified 
sample of 667 patients interviewed 
during a three-month period, it was 
found that Beth Israel’s OPD is, 
for one-half of the people who use 
it, their central source of medical 
care. Very few structure their care 
around another hospital or clinic. 

One-fourth, however, use a pri- 
vate physician as their central 
source. In contrast, one-sixth of 


Why Businesses Fail 


Last year, 14,053 businesses failed. Possibly some of them were your suppliers. 
According to Purchasing, these are the main reasons the companies failed 


to make the grade: 


e 50 percent failed because of incompetence. 

e 18 percent failed because of unbalanced experience (including poor manage- 
ment background in purchasing, production, finance, and sales). 

e 13 percent failed because of lack of managerial experience. 

@ 11 percent failed because of lack of experience in the industry. 

e 8 percent failed because of miscellaneous reasons (fraud, neglect, disaster, 


etc.) 


the OPD users follow © relatiyg, 
unstructured pattern o/ obtainis, 
medical service, having partie, 
lar central source. 

Although the central source }, 
the common function of centraliy 
in the patterns of care of differs: 
persons, it may nevert/ieless hay 
varying medical content in th 
patterns of different individua; 
Basically, our classification in this 
respect hinges on the distinction be. 
tween “general medica!” and “sy. 
cialty” care. 

For this study, “private phys. 
cians” are treated as a single entity 
within the patient’s pattern of ob. 
taining care, without distinguish. 
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ing each physician, if there is mor 
than one, in the patient’s patter 

We found that the central sours 
of one-half of the patients serves 
them as a source of both gener, 
medical and specialty care. Fo 
one-sixth the central source pm. 
vides general medical care onl; 
For a small number a specialty re- 
source is the central source. 

The role of Beth Israel’s OPD 
for those patients who use it 
their central source may be dis- 
tinguished through a_ comparison 
with those patients whose central 
source is among private physicians 

Among those for whom the OPD 
was the central source group, near- 
ly nine-tenths obtain both genera 
medical and specialty care from 
the variety of clinics. Among the 
group for whom a private physi- 
cian is central, only four-tenths 
obtain both general medical and 
specialty care from private physi- 
cians while a majority of this group 
confined their use of private phy- 
sicians to general medical care. 

Just as the focus on central 
source clarifies the person’s pat- 
tern of medical care, so also we 
need some clarification of the res 
of the pattern. We gain this by 
trimming away the “fringes” of 
the person’s practices in obtaining 
medical service. 

We then find that wh:le the out- 
patient department p:edominates 
in outpatients’ patterns of obtain- 
ing general medical ar specialty 
care, the role of the p»ivate phy- 
sicians is distinctly m re promi- 
nent in the general mec cal care 0 
these patients than in t!_ ir special- 
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care. One-fourth of the people 
sho use the OPD obtain their gen- 
sal medical care wholly from pri- 
vate physicians. 

In comprehensive view of the 
tients’ patterns, we can see that 
he OPD represents essentially the 
wmplete source of both general 
nedical and specialty care for one- 
hird of its patients, with the re- 
maining two-thirds displaying a 
wide variety of configurations. 

The many distinctive mosaics 
‘med by the patient’s methods 
of obtaining medical care suggest 
that what is needed is responsive- 
ness by OPD to the individual’s 


overall pattern of care. A particu- 
lar type of role and responsibility 
is called for with patients to whom 
OPD is the sole resource, and a 
very different type is needed for 
patients whose care is centralized 
elsewhere but for whom the OPD 
has some special, limited function 
to perform. 

Differentiating the OPD’s respon- 
sibilities for the care of its patients 
has corresponding implications for 
the organization and administration 
of the services of OPD. 

The organization of the OPD in 
rendering service should be geared 
to the functions it is to perform. 


Recognition of the types of re- 
sponsibilities which the OPD is 
called upon to assume and which 
it is prepared to undertake, and 
identification of the case loads rep- 
resented by different categories, 
should make possible a correspond- 
ing organization of OPD’s services. 
Effective discharge of its respon- 
sibilities for total or near-total care 
of some patients may require a 
distinctive organizational pattern 
quite different from that needed 
for patients whose major manage- 
ment is lodged elsewhere and for 
whom the OPD provides only a 
particular segment of care. 


WHO SPEAKS FOR MEDICINE? 


If medicine as a profession has a 
current weakness it is the Babel 
of voices which seek to speak for 
it In modern journalism, there 
too, is an irresponsibility that 
equates every physician with an 
MD. after his name as a spokes- 
man for medicine, and every 
physician speaking on some one of 
the myriad facets of medicine as 
the equal of every other. 

For instance, one example that 
particularly comes te mind is the 
all-night radio programs of the 
New York area where some of the 
weirdest theories on medical prac- 
tice are exposed to the innocent 
and unknowledgeable minds of 
public listeners. 

If the public is to receive un- 
biased facts we feel that both jour- 
nalism and medicine have joint re- 
sponsibilities: 

1. That the journalists who con- 
trol the dissemination of informa- 
tion make it ever abundantly clear 
when a physician is speaking only 
for himself and not for this nebu- 
lous occupation called the “profes- 
sion of medicine.” 

2 In turn physicians have a spe- 
cial responsibility in their own 
Tight: that they think before they 
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An editorial condensed from New York Medicine, March 20, 1961 


speak or write and that they make 
it very clear when they are ex- 
pressing only their own personal 
opinions. 

The principles of professional 
conduct of the Medical Society of 
the State of New York stipulate 
that when members speak or write 
for the public they should first 
consult with their own medical 
society. This rule is not intended 
to act as censorship of free speech. 
Rather it is intended to make clear 


to all physician members the rami- 
fications of what they may wish to 
say. 

There infinite situations 
where the advice and guidance of 
the medical society can be of as- 
sistance to a physician. For in- 
stance, a physician trying to con- 
vey sound medical information on 
diets or nutrition might find his 
portion of a radio program “spon- 


(Continued on next page) 
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sored” by some patent medicine in 
the field of vitamins or tired blood. 

On matters of socio-economics 
the situation is particularly sensi- 
tive and here the official position 
of the medical societies is critical. 
The intricate complexities of a 
problem like health care for the 
elderly in the realm of sociology, 
economics, politics—as well as hos- 
pital and medical care—simply 
cannot be discussed objectively by 
the average person, including phy- 
sicians. 

Everyone has his own opinions 
which, unfortunately, orbit about 
slogans and emotionalism and 
around simplifications in the “black 
or-white” category. It takes a tre- 


mendous amount of study and 
knowledge for anyone—physicians 
included—to speak intelligently 
on this problem. 

We emphasize this point to warn 
our members against the tempta- 
tions which radio and TV stations 
may toss their way, for the flattery 
of “being on television” is hard to 
resist. 

Yet the risks of an uninitiated 
physician appearing to speak or 
debate in the complicated field of 
socio-medical economics is great, 
and failure—which is all too easy 
—can be tragedy; not alone for the 
individual physician but for medi- 
cine as a whole. Let there be an 
end to Babel. 


Were You Listening? 


What Did You Hear? 


By Mary S. Harper, R.N.* 


Condensed from Hospital Progress, January 1961 


Most people listen through a 
screen of resistances. This screen 
may be composed of specific prej- 
udices, certain desires, the par- 
ticular person’s training and ex- 
periences, his worries, fears, and 
preconceptions. The result is that, 
instead of listening to what an- 
other is saying, the person fre- 
quently is hearing only his own 
“sounds,” his own value systems. 

To be an effective listener, there 
must be a synthesis of the per- 
son’s visual and auditory proc- 
esses—for these two are insepara- 
ble. 

Seventy percent of the average 
person’s waking day is spent in 
verbal communication, of which 
nearly half involves listening. Yet 
unless the person has had specific 
training in listening technics, he 
will probably listen to a 10-min- 
ute talk, for instance, at a rate of 
only 25 percent efficiency. What 
does the resulting inefficiency 
mean in terms of a hospital or 
nursing unit? For one thing, it 
may very well mark the genesis 


*Assistant chief of nursing education, VA 
Hospital, Jefferson Barracks, St. Louis. 


for rumors, gossip, misinterpreta- 
tions. 

As a communicator, therefore, it 
is important that one acquire 
knowledge of the listening pat- 
terns and screening devices used 
by those with whom he comes in 
contact, whether students, em- 
ployees, and/or collaborators, to 
have sofme orientation or knowl- 
edge of what might be heard and 
consequently what should be said 
and how it should be said. 

In communication, administra- 
tors and supervisors must listen 


for clues with which to Manag 
the “dedicated” as well as iim 
“non-dedicated” employees 
absenteeism and turnover are to} 
reduced, if the quality of job per. 
formance is to be improved, the 
the administrator must 
whether the employee considey 
his job a career or a “senteng’ 

The problems of listening ay 
even more important when one js 
dealing directly with hospital p. 
tients and their visitors. Here, sim. 


plicity and unhurried  actioyil 


should be stressed, for effectiy 
communication. 

In all the health disciplines an 
particularly nursing, there jg; 
need to code, transmit, block, ip. 
terpret, scramble and unscrambk 
all kinds of communications, I 
ficient listening requires that a per. 
son tune out the emotional over. 
tones of his own value system 
while listening for the speaker’ 
concepts and principles as co- 
necting threads which will giv 
meaning to the entire speech or 
conversation. It requires effort and . 
energy on the part of both listener 
and speaker. 

A person never only “hears’ 
what is said. The ear is never quite 
innocent. Rather, it comes to its 
tasks sensitized, and the listener 
frequently will hear only what his 
experiences, value systems, and 
personal ideas teach him to hear 

Therefore, each person must e- 
amine what he hears for the con- 
tent which comes from himself a 
well as that which comes from the} 
speaker. This is the essential taki 
in hearing what actually is being 
said. 
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“You say you write TV commercials, eh?” 
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Tri-State Hospital Assembly 


Attendance at Middle West Hospital Meeting 


MRegistrants numbering 8,740 broke all previous atten- 
Mdance records at the Tri-State Hospital Assembly, held 


Mavay 1-3 in Chicago. Topics presents selected abstracts 
the varied program. 


ospital Accounting 


niform Cost System For 
millinois Hospitals By 


e accounting committee of the Illinois Hospital As- 
sociation, founded January, 1960, has as its immediate 
goal a program to seek uniform cost findings in all 
hospitals of the 10th District, with the ultimate goal of 
cost related charges. 

Meetings were held for board members, lay boards, 
C.P.A.’s and other administrative personnel, and several 
approaches were agreed upon: The Southern Illinois 
Chapter of AAHA would train our own employees 
under the direction of your C.P.A.s, hold workshops 
on cost findings and set up “Helping Hand” committees 
g to assist with individual problems at no cost. 

o We would further our program by uniformity in ac- 
meee counting records and methods, by not having to pur- 
: chase additional equipment; and by the probable change 
® in the contracts of radiologists and pathologists. In the 
Milatter situation, it was believed that by pricing the 

Services based on cost, it would generally reduce the 

income. This, in turn, would make it necessary to in- 

crease the percentage to offset the lower department 
_ Income. The cost of service, however, would remain the 
Same to you. 

It was further agreed that the conversion be ac- 
complished progressively by finding the cost of supply- 
ing the service; implementing the program and devel- 
oping a set of principles as guide to uniforrn changing; 
orderly procedure for revision of rates; enlisting the 
public relations department of IHA to help present 
the program to the community; and outlining the pro- 


Tops 8,700, Sets New Record 


cedure to be followed simultaneously by all hospitals. 

If the schedule is kept, our hospitals covering the 
south 35 counties of Illinois should be the first group to 
go on a uniform cost related charging system within a 
year or so.—Raymond A. Fleetwood, administrator, The 
Memorial Hospital, Fairfield, Ill.; trustee, Illinois Hos- 
pital Association. 


Creditips on How to Handle 
Collection, Delinquent Accounts 


I place a direct relationship between complete admit- 
tance information and good collections. If you hire a 
new admittance clerk, be very sure she understands 
the importance of getting every bit of information on 
husband and wife, father and mother, and on all 
adult children of aged parents who might be hos- 
pitalized. She should also understand the use and ap- 
plication of nctes and third party guarantees. 

Most hospitals handle remittances received from pa- 
tients who have already been discharged in the fol- 
lowing manner: a check or money order received by 
mail is attached to the ledger, which is sent to the 


Old friends meet again at the annual luncheon given by the Ameri- 
can College of Hospital Administrators during Tri-State meeting. From 
left, Ray E. Brown, superintendent, University of Chicago Clinics; Dr. 
Louis W. Norris, president, Albion College, Albion, Mich., who de- 
livered the luncheon address on challenges confronting all hospital 
administrators; Melvin L. Sutley, administrator, Wills Eye Hospital, 
Philadelphia, president of ACHA; and Ronald D. Yaw, director, Blod- 
gett Memorial Hospital, Grand Rapids, Mich., ACHA regent. 
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Hahns Honored for 25 Years 
Of Service to Tri-State 
Tri-State executive director Albert G. Hahn and Mrs. 
Hahn, associate director, were honored at the open- 
ing session because of the 25th anniversary of their 
association with the Tri-State Hospital Assembly. 
The Hahns were presented with an engraved silver 
bowl by the assembly’s four participating states— 
Illinois, Indiana, Michigan, and Wisconsin. 

Mr. Hahn is administrator, Protestant Deaconess 


Hospital, Evansville, Ind., and Mrs. Hahn is his assist- 
ant. 


cashier or posting clerk, or both; and after the pay- 
ment has been credited, it is returned to your credit 
manager to be set ahead and to take note that a given 
amount has been paid. This should not be done.- 

It is of utmost importance that your credit manager 
review the check and the envelope it came in, as well 
as other enclosures, before it goes to the cashier or 
posting clerk. It gives him a chance to compare the 
return address with hospital records, and also note any 
change of address. Twenty percent of the people who 
leave without payment on discharge, or without ar- 
rangements for payment by insurance, move within six 
months of discharge. 

Delinquent patients sometimes mail inequitably small 
payments, or send letters telling why they can’t pay, 
in their employers’ envelope, crossing out the firm 
name and address so it cannot be read. However, 
since most of us use ballpoint pens, and because Ther- 
mofax doesn’t photograph ballpoint pen writing, it will, 
in one-third of the cases, reproduce the envelope as 
it was. 

Sometimes ink eradicator works. If nothing else works 
and the envelope is engraved, you may place a plain 
piece of paper flush against the engraved side, run a 
heavy roller over it; and pick up the name from the 
impression left by the upraised engraving. 


Smaller hospitals should institute a system of crog 
reference, and check each inpatient admittance ap; 
each outpatient service against previous unpaid ob. 
ligations. True, you cannot turn away a patient, by 
you can ask for a deposit in light of the unpaid bg. 
ance. 

You can visit a man at home, and argue with hin 
all night about his bill. But if you are able to injeq 
this little thought—“Now, Mr. Brown, you work at th 
Jones Foundry. You know that they have to be pai 
for what they do... and the hospital must be paid 
for what it does”—it can act like a tranquilizer. Argy. 
ment ceases; the patient is aware you have the informa. 
tion which will enable you to collect; that he cannot 
avoid payment of the bill—Joseph J. Pick, manage, 
Doctors’ Service Bureau, Inc., Chicago. 


Predicts Effects of Legislation 
For Care of Aged Under SS 


The impact on hospital operation of the enactment o! 
federal legislation for health care of the aged unde 
social security would be in three broad areas: utiliza- 
tion of hospital facilities, administration of the program, 
and financing of hospitals. 

(1) Utilization. Aged people require more care ani 
have longer hospital stays. If the number of aged pa- 
tients in hospitals is increased, there will be less beds to 
serve the rest of the community. The King-Anderson 
bill would provide for skilled nursing-home care, to 
start a year after beginning hospital benefits—but only 
2,000 to 2,500 nursing homes could qualify under the 
bill. When aged persons need institutional care in 
skilled nursing home and none is available, pressure 
will exist to get them into hospitals, and once they ar 
in, pressure will exist to keep them there. 

If outpatient diagnostic services are utilized broadly, 
chances are there will be more—not fewer—aged per- 
sons needing hospitalization. 

Furthermore, what will be the human problem when 
aged people believe they have a right to these facilities 
and services? 

(2) Administration. The proposed legislation would 
provide for administration directly by the Social Se- 
curity Agency. It seems most likely that old people wil 
look to hospitals as centers for information about the 
program. An increased number of oldsters may apply 
for care directly, without having a physician. In total, 
this will mean a sizable increase in hospitals of patients 
with little income. Hospitals must establish administra- 
tive utilization committees. 

The amount of paper work will increase. Since phy- 
sicians will not be paid for this, a problem may arise. 
There will be pressure on hospitals to offer more serv- 
ices. Thus the hospital center philosophy built into the 
program will open numerous avenues for thought. The 
numerous hospitals which do not now offer outpatient 
services will be under pressure to change their ways 

(3) Financing. A tremendous new source of financing 
will be provided, of course. The all-important question 
is: what will go into the formula? If the government is 
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able to negotiate a tough deal, it would be logical for 
other third-party agencies to seek better deals. 

The deductible provision is a wonderful example of 
huck-passing. Risk for non-payment of the deductible 
amount is in the hospital’s lap. If an okay for the pa- 
tient does not come through, the hospital may be left 
holding the bag. This might result in hospitals’ requiring 
substantial deposits. 

The books of the hospital will be subject to inspec- 
tion by the General Accounting Office of the federal 
gvernment, and costs will be subject to verification. 
However, the statement is made that the government 
will have no right to exercise supervision. 

Generally, the government wants to bargain and cut 
corners. Mistakes in judgment and underestimating of 
costs could have great consequences for hospitals. Cost 
estimates apparently contemplate considerable savings 
from the use of outpatient diagnostic facilities and 
nursing-home care—but as I have commented, these 
savings do not seem likely—Kenneth Williamson, di- 
rector, Washington Service Bureau, American Hospital 
Association. 


Informed Consents Important 
In Prevention of Lawsuits 


Lawsuits consume time, money, friends, and the confi- 
dence of the patients in doctors and the hospitals, and 
certainly hospitals should attempt to avoid them if pos- 
sible. But hospitals have a moral obligation not to set- 
tle with the frustrated individual merely to avoid a suit 
and the attendant publicity. 

The importance of informed consents as one safe- 
guard against suits is a subject in which we have been 
particularly interested at the Clinical Center of the Na- 


Problems facing the small hospital were aired at 
G symposium spotlighting food service, public 
relations, and administrative services. Partici- 
pants were (I. to r.) Robert E. Linde, regional 
director, Hospital Administrative Services Pro- 
gram, Lincoln, Neb.; Genevieve Anthony, Illinois 
Department of Public Welfare, Springfield; War- 
ren R. Von Ehren, executive director, Wisconsin 
Hospital Association, Madison; and Bernard Solo- 
chek, of Barkin, Herman & Associates, public 
relations counsel, Milwaukee, Wis. 


tional Institutes of Health. Dr. Irving Sadusk of the 
California Medical Association says that a patient grants 
informed consent to a diagnostic treatment or procedure 
when his physician has explained fully the procedure 
involved and the possible hazards. The question im- 
mediately comes up as to the adequacy of the consent 
forms used in most hospitals. The American Medical 
Association and the American Hospital Association have 

n actively engaged in improving these forms. 

At the Clinical Center we like to see in our medical 
records a clear indication of a discussion with the pa- 
tient as to what will be done. In unusual procedures we 
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use a form which allows space for an explanation of the 
procedure, of any special equipment to be used (such 
as the heart-lung machine), and of possible complica- 
tions, and space for the patient’s signature to a state- 
ment that he has understood all this information and 
consents to the procedure.—Jack Masur, M.D., assistant 
surgeon general, U. S. Public Health Service, and di- 
rector, Clinical Center, National Institutes of Health, 
Bethesda, Md.; president-elect, American Hospital As- 
sociation. 


Tendency to Impose Liability On 
Hospital for Doctors’ Acts Seen 


One aspect of the liability problem is concerned with 
the law of battery. Any intentional and unpermitted 
touching of another person is a battery and it is funda- 
mental that the bodily contact need not actually harm 
the person touched. Battery must be carefully dis- 
tinguished from negligence, which is an entirely dif- 
ferent concept of tortious conduct. 

It is evident that exposure to liability can be re- 
duced by making certain that no batteries are com- 
mitted within the hospital. Properly drafted written 
consent forms should be used for routine hospital diag- 
noses, treatment and care. Specific consent is man- 
datory for surgery, special diagnostic procedures which 
involve more than routine risk, such as electroshock 
therapy, anesthesia and radium treatment. 

Liability cases are more likely to be primarily con- 
cerned with the law of negligence. In order to recover 
damages in a negligence cause of action, the plaintiff 
must establish that the defendant owed him a duty, 
that the duty was breeched, that the breech caused 
plaintiff an injury. 


The abandonment of charitable immunity—an in- 
creasing trend—should be applicable to all charitable 
organizations and not limited to hospitals. I am fully 
aware that an abandonment of hospital immunity may 
well result in higher insurance rates and operating 
costs, and that the latter brings demands for govern- 
mental control. A way must be found to avoid this 
and to preserve the private voluntary system. But a 
continuation of immunity is not the solution to the 
dilemma; legal liability or the lack of it will not in itself 
tip the scales substantially one way or the other. 

It appears clear that there is an increasing tendency 


29 


with hip | 
to injec 
rk at the ; 
> be paid 
be paid 
or. Argu. 
informa. 
— 


Edwin R. Levine, M.D., director, department of inhalation therapy, 
Edgewater Hospital, Chicago, spoke on the controversial subject of 
educational requirements for the inhalation therapist. 


to impose liability on hospitals for the acts of doctors. 
This is the result of either a greater amount of control 
exercised by hospitals over staff physicians, or a salaried 
relationship, or through application of the ostensible 
servant idea. It would appear the only clearcut line of 
demarcation between vicarious liability and non 
liability is the situation where the patient himself has 
expressly employed and paid his own private doctor. 
Otherwise, the hospital’s plea that the negligent actor 
was an independent contractor is likely to be unsuccess- 
ful—Arthur F. Southwick, Jr., assistant professor of 
business law, School of Business Administration, Uni- 
versity of Michigan, Ann Arbor. 


Methods Improvement 


Tells Membership, Functions . 
Of Methods Improvement Committee 


Our biggest problems in work sampling to date are find- 
ing time to do the fact-finding and making sure that 
proper follow-up is done to see that the new, better 
methods are put into effect. 

Members of our methods committee were picked pri- 
marily because of their interest in the program and be- 
cause of their hospital status, not because of their skill 
or training in methods improvement. However, most of 
them have had some kind of training in methods im- 
provement in industrial engineering. The current com- 
mittee is composed of the administrator, the adminis- 
trator’s secretary, the dietitian, the director and 
assistant director of nurses, the comptroller, and the 
homecare director. 

The members are assigned projects and prepare flow 
charts on them. They plot project improvements in co- 
operation with the employee on the job, question each 
step of the flow process chart, and press for the follow- 
up on the improved way. At the committee’s weekly 
meetings, each member reports on the projects he has 


Program personalities in the conference on laundry services get, 
gether for a post-program recap. From left, George L. Deschambe.,m Air COM 
methods engineer, Michael Reese Hospital, Chicago; Sister Mary Ang employee 
ta, nursing supervisor, St. Mary of Nazareth Hospital, Chicago, on 
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Frank A. Bayer, laundry manager, also at St. Mary of Nazareth, ory 
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been working on, and if he has arrived at a solution 
the problem will be presented to the committee as; 
whole and the solution presented for study and review 
—Allen M. Hicks, administrator, Pekin (Ill.) Publi ‘atl 
Hospital. 


rental 
Outlines Steps in Installing an 


Data-Processing System lead 


Before deciding where to start when installing a data § P"®P® 
processing system, take a look at heavy-volume, heavy. § 
manpower, and heavy dollar-volume operations, such § “™ 
as: patient billing and accounts receivable; payroll; in- and | 
ventory control; accounts payable; personnel records: § 8° 
medical records; selective patient menus, and, reall} 
most important, accounting. These areas are as a ruk Hos 
the ones in which the most savings can be achieved § |s | 
better controls established, and better service provided 


to patients and employees. - 

Do not think that just because a system is being per- hos 
formed manually it is inefficient and should be mechan- “a 
ized. Look only to those areas that will result in better I 
control and maximum savings. abc 


After deciding on the application to be made, estab- 
lish specifications of equipment on the basis of you 4, 
surveys, and order the equipment. (It will be anywhere 
from six months to a year before normal delivery wil 
be made.) Next consider the physical layout of you & p, 
machine area. In developing it, consider the machine 


an 
area, office area, and—most important—the stockroom Li 
area, which I think should be at least one-fourth the De 
size of the machine area. b 
The machine area should be central to all communi- 
cation points and serviced by messengers or pneumatic g 
tubes. If possible, it should be away from a heavily B , 
trafficked area, to avoid the chance that the install * 
tion may become a hangout for curiosity seckers oF 4 é 


hiding-place. One factor which must be taken into con- 
sideration is the load per square foot that the machine 
room must carry. 


HOSPITAL TOPIC 


i 
Wee 
Bee 
30 


eschombe,f Air conditioning is necessary, in my opinion—both for 


' Mary Anclemployee comfort and for proper control of excessive 


Chicago, oy noisture in cards. The voltage problem must be con- 
1zZareth, 


dered. An installation of 604, 407 and auxiliary equip- 
nent will require a total of 150 AMPS and a combina- 
ion of 115 and 230 volts. The machine installation 
should be on its own lines, with its own transformer, 
snd not connected with any lines that carry heavy ma- 
hinery or elevators. Drops in voltage will cause mis- 
ounching, misfeeding, and peptic ulcers. 

Future expansion needs should always be kept in 
nind in planning. Take your biggest machine in terms 
of weight, size, voltage, and B.T.U.’s and add that into 
your figures at least twice. This would provide for an 
additional one of your largest machines and leave room 
for expansion of auxiliary equipment. 
The next step is to determine how much peripheral 
equipment you will need—card files, panel racks, pan- 
ds, wires, and so forth. This equipment should be 
chosen well in advance of machine delivery. 

Meanwhile, systems that are to be put on the machine 
must be researched, procedures written, input docu- 


nl ments for key punching standardized, and preliminary 
ppt programming done. This is probably the most important 
) Publ phase of any installation. Too often machines are de- 
‘Blivered before applications are ready to be put on. As 
soon as the machines are delivered and installed, the 
rental beings, and if you’re not ready to go, you’re 
wasting money. With that thought in mind, sufficient 
lead time must be allowed for systems surveys and 
a dats. Preparation, and once the lead time is estimated and a 
, heavy. § “utover date established, all scheduling must be set up 
ns, such @ #0und it—Richard B. Freibrun, I.E., manager, systems 
roll: ine § 22d procedures, Presbyterian-St. Luke’s Hospital, Chi- 
records; 
d, really 
s a ru Hospital Manpower Shortage— 
— ls t A Myth Or A Reality? 
ies tb hypothesis, for the purpose of our discussion, is 
ne on — may not be a manpower shortage in our 
wedi ospitals, but that we have not properly utilized our 
n hele existing human resources to their greatest potential.” 
It seems to me we have been overly concerned 
- oe about what the patient wants rather than what he 
of sae — The public has been so sensitized to medical care 
eli =. individual desires for service and performance are 
—a often shifting and shallow because they are based on a 
ol sae knowledge about a rapidly expanding technology. 
and less discipline, and a gnawing 
ckroom Let oa a : ere are too many people in the act. 
rth the d I am not at all sure but what a great many 
— must be in the act. I just feel there must be a 
: etter way to inv 
— This i 
a 2 plicated by a shredding of the 


heavily grand communicative alliance between doctor, patient 


astalle- - “a which existed some 20 years ago. It might 
that our concern should be with a better 
to ca a patient, with a concern for what the patient 
nachine should want, may come to want if properly educated, 
or may be brought to want. 
To accomplish this we need to develop job perform- 
TOPICS 
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The good old days... 


In 1887, a publication described the responsibil- 
ities of a general duty nurse—in addition to the 
care of 50 patients—as including a daily sweeping 
and mopping of the ward floor and dusting of the 
furniture and window sills; maintaining an even 
temperature, requiring her to bring in a scuttle of 
coal each day; filling the kerosene lamps, washing 
the chimneys and trimming the wicks; making her 
pens carefully in order to write legible notes for 
the doctor; reporting for duty at 7 a.m. and leav- 
ing at 8 p.m., except for Sunday, when she had 
two hours off in the middle of the day. 

If she smoked, drank, frequented dancehalls or 
beauty parlors, she must be prepared to have her 
supervisor question her character and ability. 

In return, she was given one evening off a week 
for “courting purposes.” If she went to church in- 
stead, she was given two evenings. It was sug- 
gested she anticipate her old age, the recommen- 
dation being that if she earned $30 a month, she 
put aside $15. After five years, she was entitled to 
an increase of five cents a day—providing the 
hospital had no debts outstanding. Quoted by 
Kenath Hartman, administrator of Chicago Wesley 
Memorial Hospital. 


ance and standards for the professional areas of the 
hospital. We seem to be more interested in filling a 
possible opening with a pair of hands than we are in 
analyzing whether the person has the ability to utilize 
a combination of talents; has a generous endowment 
of physical and nervous energy; a mastery of the tech- 
nical skill involved; an understanding of what is re- 
quired in terms of performance; a superb sense of 
timing; a potential for good judgment; and a specific 
goal for their working life—John M. Danielson, ad- 
ministrator, Evanston (Ill) Hospital. 


Inhalation Therapy 


Central Piping Systems Provide 
Safety, Economy in Gas Distribution 
For the last five years, central piping systems for the 
distribution of oxygen and other gases have been in- 
corporated into new hospital planning. Little new con- 
struction is completed without the inclusion of such a 
system. In addition, the central type of system is being 
incorporated more and more into existing facilities. 
The central piping system has much to offer, and its 
efficacy is partly due to advances in inhalation therapy 
technics in the past few years. The system provides 
the therapist with a constant gas supply at a moment’s 
notice. Keyed outlets prevent dangerous mixups in ad- 
ministration. The constant oxygen supply available and 
the ease of administration contribute to the peace of 
mind of both patient and therapist. The system assures 
maximum safety and high purity of product. It also 
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It's a rare panel discussion, indeed, that has no differences of opin- 
ioni Differing—verbally—at a session devoted to the use of part-time 
personnel in the hospital library are Theodore F. Lownik, vice presi- 
dent and manager, law department, Talman Federal Savings and Loan 
Association, Chicago; and Marjorie L. Balmer, RRL, chief medical 
record librarian and medical librarian, Oakwood Hospital, Dearborn, 
Mich. Looking on, ready to take part, are Fr. Crispin Welbes, former 
librarian at St. John's Hospital School of Nursing, Springfie'd, Ill.; 
and Vera Flandorf, chief librarian, nurses’ and patients’ library, Chil- 
dren's Memorial Hospital, Chicago. 


contributes to the hospital’s economy, since the gases 
may be purchased in bulk lots. 

Unfortunately, 30 to 40 percent of central piping sys- 
tems in use today are inadequate. They are the results 
of poor planning and hastily constructed units. 

When new units are being planned, it is essential that 
the inhalation therapist be present at the preplanning 
conferences. He brings his knowledge of older systems, 
the newest innovations, and practical suggestions to the 
planning. 

Many systems in today’s hospitals need general mod- 
ernization. Although many of them were installed a 
mere ten years ago, they are already outdated. Those 
progressive hospitals which incorporated central piping 
systems in their building plans were the avant garde 
institutions of their time, but sweeping changes and 
improvements in inhalation therapy technics and equip- 
ment have made these installations obsolete. 

The National Fire Protection Association’s recom- 
mendations must be followed, but often violations are 
not noticed unless they are pointed out by a fire mar- 
shal. One violation we noticed was the complete absence 
of a shutoff valve in the central oxygen system. Other 
systems had valves placed so that a ladder and a 
wrench were required to reach them. Valves were 
hidden behind steel wall plates which had to be re- 
moved with a screwdriver.—Edward Vogel, director of 
technical services, Liquid Carbonic Co., Chicago. 


Medical Staff Cooperation 
On The Specifics of PPC Imperative 


In our hospital’s annual report for 1903, the statement 
was made that “the cost of caring for one patient for 
one day was $1.88. Notwithstanding the fact that this 
figure has remained stationary or declined slightly in 
the last few years, new demands and methods are 
putting our costs up.” 


This sounds familiar, doesn’t it? It is obvious that y 
must examine what has been done to utilize person, 
Actually, it seems that we don’t have a manpoy, 
shortage, but a failure to utilize what personne] y, 
have to the greatest advantage. 

We have a right to be proud of today’s hospital ay 
its accomplishments—especially in progressive patie 
care, by which we have reduced patient stay and cq. 
centrated care where it is needed. 

However, we have found at our hospital that {hj 
type of care is more costly. I don’t believe this is typicg 
and there are several reasons for it, including the jp. 
stitution of the 40-hour week and an increase in pe. 
sonnel which has changed the ratio. 

We dropped the self-care unit, and reduced our jp. 
tensive care unit from 26 to 16 beds to relieve the ag 
factor. However, we find that the greatest need is fy 
the medical staff to define and understand the typ 
of patients that should be admitted to intensive cay 
and to then allow the floor staff to care for them- 
Kenath Hartman, administrator, Chicago (lIll.) Wese 
Memorial Hospital. 


Continued Care of the Patient 
Requires Survey of Community Resources 


The determination of which of a community’s resources 
if any, will be used for the continued care of a patiest 
depends upon the needs and wants of the patient ani 
his family, and upon the type and size of the con- 
munity. The key to good care is the patient himsel! 
His attitudes toward his illness and his understanding 
of the care needed are important. 

Too often, little thought is given to continued car 
following hospitalization until discharge date is upm 
us. The patient has more than likely been wondering 
about his future, and is now forced to make decision 
which will completely alter his former mode of living 
He must make up his mind in a day or two whit 
facility (ie., nursing home) he will choose. This hom 
is selected, mostly sight unseen, and he must depeni 
wholly for daily care on people he doesn’t know. 

One of our patients was particularly concerned about 
such a problem, and was considerably relieved whe 
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we arranged to have the nursing home administrator 
visit her at the hospital. The patient asked many ques 
tions, and finally decided the home was suitable for he 
needs. The administrator was also able to determin 
whether the patient could be happy and able to mat- 
age in the type of home being considered. 

Discharge planning for the long-term patient shoul 
begin as soon as the physician is reasonably certait 
of the progress of the illness and what type of care W! 
be required. 

The attitude of the patient’s family toward his illnes 
and how this will affect his home care should be cate 
fully considered. His return home may not only 
lessen the attention focused on other members of th 
family, but may involve actual remodeling or rebuildins 
of a home to accommodate a wheelchair or an 
steady walker, or the installation of safety features — 

It is important that the community become aware © 
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he need for certain service facilities, and try to find 
the best answer. This is best done through a unit which 
represents groups properly having an interest in heaith 
and welfare. This unit, which can be variously termed 
community welfare council, united community services, 
hospital council, etc., can pool efforts of its members to 
meet common problems by means of coordinating serv- 
ices, eliminating duplications, and by equalizing avail- 
ability of services. 

When adequate and proper resources are available, 
referral of the patient may be made by the medical 
cial worker in hospitals which have a social service 
department. In other hospitals, referral may be made 
by the physician himself, or through nursing or some- 
one in the administrative offices. In any case, referral 
should be accompanied by as much information as pos- 
sible to enable the new facility to give correct care. This 
information can include such data as the patient’s eat- 
ing habits, his daily routine, likes and dislikes, and his 
progress with the physical and occupational therapists. 
Richard G. Herman, M.S.S.W., medical social worker, 
Central Agency for Chronically Ill; coordinator, Pilot 
Study of Home Care, Milwaukee, Wis. 


Special Drapery Requirements 
Of Hospitals Reviewed 


Hospital requirements pose some special problems for 
decorative fabrics. Hospitals, for instance, are apt to 
specify that a fabric be fireproof and also withstand 
the normal hospital laundering process. To date, the 
two categories are mutually exclusive. 

The very best flameproofing solution that can be ap- 
plied to a hospital-launderable fabric will last at the 
most through 20 washings. We now have two good, 
inherently fireproof fabrics, but each requires special 
laundering technics. 

Fiberglas has complete dimensional stability, is fire- 
proof and wrinkleproof, and does not deteriorate from 
sunlight. It is good for use in lobbies, solariums, and 
as window draperies in patient rooms. In a smooth 
weave, it may go eight to 10 months between cleanings. 

Another excellent new fabric for hospital use is a 
combination of Rovana, a Dow fiber, with a warp of 
Veral, a Tennessee Eastman fiber developed for car- 
peting. It makes a handsome fabric that wears like iron 
~but doesn’t look it—in every construction from sheers 
to the heavier fabrics used for draperies, cubicle cur- 
tains and bedspreads. It needs no ironing, and shrinkage 
is less than two percent. The only laundering restric- 
tion is that temperatures should be between 125 to 
220° F. 

Decoratively, too, hospitals have their special re- 
quirements. The lobby should appear welcoming but 
have a clean look, in contrast to the opulence that 
might be desirable in a hotel lobby. White and light- 
colored backgrounds are good here for this reason. A 
new panel print that concentrates a relatively large- 
scale pattern at the furniture-level is one device to 
_ the overpowering effect of a huge expanse of pat- 

rn. 


In a solarium, sheer Fiberglas is ideal. It cuts the 
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glare but not the view. A white-on-white pattern is 
interesting here. 

For patients’ rooms I like clear yellows, blues, or light 
greens that give a sunlight effect even on a dull day. 
These colors are not the most flattering to the patient, 
but I think their psychological effect on him is more im- 
portant than his appearance to a visitor. 

Prints rather than plain fabrics add interest for a 
patient’s room. Particularly suitable are small-scale pat- 
terns with a lot of variation rather than simple repeats 
of one motif. 

Children love bright colors, as is evident in their 
paintings, rather than the pastels most adults consider 
suitable. We’ve had great success with a series of fabrics 
showing realistic bird and animal figures taken from 
old prints set against bright backgrounds.—Ben Rose, 
Ben Rose, Inc., Chicago. 


Control, Distribution 
Of Hospital Laundry Costs 


Proper scheduling of equipment use will often material- 
ly reduce costs in the hospital laundry. Operation of 
a 90-pound-capacity washer to clean 70 pounds of linen 
is uneconomical. Re-scheduling hours of operation so 
that full loads can be laundered will reduce per unit 
cost. 

The fact that there is a 10 percent weight difference 
between soiled and clean linen has an important bear- 
ing on evaluation of work achieved in the laundry. 

Perpetual inventory of all linens will reduce loss 
from employee theft. 

Costs of laundry operation should be budgeted di- 
rectly to the laundry and not assessed periodically 
against the budgets of the various departments using 
laundry service.—Ray S. Matylewicz, secretary, com- 
mittee on accounting and business practice, American 
Hospital Association, Chicago. 

(Continued on page 65) 


A conference on anesthesia service was held as one of the sectional 
meetings at Tri-State, sponsored by participating state associations 
of nurse anesthetists. Officers in the various organizations are (I. to 
r.) Mrs. Florence Folsom, staff anesthetist, Englewood Hospital, Chicago, 
secretary, Illinois; Virginia Urich, Indianapolis, secretary, Indiana; 
Margaret Tobin, assistant director of anesthesia, Ravenswood Hospital, 
Chicago, vice-chairman, Tri-State; Lillian G. Baird, director of school 
for nurse anesthetists, University of Michigan Medical Center, Ann 
Arbor, chairman, Tri-State; Mary Seifert, Indianapolis, president, 
Indiana; and Leonore Foster, staff anesthetist, St. Joseph Hospital, 
Chicago, president, Illinois. 
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Association of Western Hospitals 


Hospital-Doctor Liaison, Rehabilitation, 


Recent Legal Developments Featured 


A record attendance of 5,402 was set at the 31st annual 
convention of the Association of Western Hospitals in 
San Francisco April 24-27. Registrants were from 10 of 
the 11 western states which belong to the association. 
Following is Topics’ report on selected lectures from 
general assemblies and section meetings. 


Guides for Achieving Closer 


Hospital-Physician Liaison Offered 

Hospitals need to strengthen hospital organization by 
providing more effective participation by physicians in 
hospital affairs without weakening or abandoning the 
normal trustee-administrator lines of hospital manage- 
ment. This means more responsibility and authority for 
physicians in other aspects of hospital operations besides 
the care of patients. 

I suggest the following guides for action in the di- 
rection of improved hospital-physician relations: 

1. All physicians must be recognized as professional 
practitioners and the same standards and procedures 
must be used in their appointment to hospital staffs. 

2. The soundness of trustee authority over all mat- 


ters must be recognized by doctors and trustees, by: 
all medical matters should be delegated to the medicg| 
staff for elaboration of policies, procedures, reviey, 
and self-government. 

3. Hospitals should be departmentalized for medical 
matters and members of the medical staff assigned 
to departments according to their training and the na. 
ture of their medical practice. By and large, physicians 
should work in only one department. 

4. Every medical department should have the bes 
person from the staff as its head, with primary con 
sideration being given to his abilities and his interes 
in professional administrative work in the department 
This person should be held responsible for his staf 
and its work. Since election of a department head does 
not always result in the selection of the best profes- 
sional administrator, hospital boards should sometimes 
appoint these heads after thorough consultation with 
the medical staff. The selection can often be made with 
use of a joint staff-trustee committee. 

5. The heads of departments, plus elected members 
from the medical staff, as a whole, should constitute 
the basic membership of the executive committee of 


New president of the association, Joseph 
Zem (l.), administrator, St. Luke's Hospitel, 
San Francisco, is congratulated by Poul & 
Hoff, administrator, Bannock Memorial Hos- 
pital, Pocatello, Ida., president-elect; John H 
Zenger, administrator, Utah Valley Hospitol, 
Provo, Utah, immediate past president; ond 
Irwin F. Wedel, administrator, Salem (Ore) 
Memorial Hospital, trustee-at-large. Other of 
ficers are: vice-presidents—Raymond F. Far- 
well, administrator, Swedish Hospital, Seattle, 
Wash.; Sister Mary Placida, R.N., administrator 
St. Joseph's Hospital, Phoenix, Ariz.; an¢ 
George Peale, general manager, Lutheran Hos- 
pitals of Southern California, Los Angeles 
Harold Hixson, administrator, University o 
California Hospitals, San Francisco, is tree 
surer, and Kent Longnecker, acting director, 
Leahi Hospital, Honolulu, Hawaii, is the other 
trustee-at-large. 
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the medical staff or the medical board. In this com- 
mittee, policies and procedures for the medical care of 
patients should be elaborated. The hospital administra- 
tor should be present and participate in deliberations. 
In my judgment, so should the chief nurse. The com- 
mittee should receive regular reports and participate 
in discussions on the general operation, including finan- 
cial operation, of the hospital. 

6. Regular methods should be established for review- 
ing the quantity of hospital services utilized by staff 
members, as well as the quality—so that the hospital 
can answer effectively the question about overutiliza- 
tion of hospital facilities. 

7. To allay physicians’ fears that an increase in the 
number of hospital-employed physicians could lead to 
domination of medical practice by corporations, it is 
suggested that hospital staffs, boards of trustees, and 
administrative officers consider agreements that physi- 
cian employment be made only after review of the 
plans to do so with a properly constituted group of 
the medical staff, such as the executive committee. 

8. Physicians should participate with hospital ad- 
ministrators in presenting the story of medical prac- 
tice in the hospital to the board of trustees. The chair- 
man or president of the medical staff could meet with 
the board. If a doctor is on the board, he should rep- 
resent the hospital and the community as a whole and 
not be the representative of any specific group of 
hospital physicians, and not necessarily confine his par- 
ticipation to medical affairs. 

9. The joint conference committee should not be re- 
garded as a substitute mechanism constituted to per- 
form the functions or assume the responsibilities of 
either the board of trustees, the medical executive 
committee, or the administrator. 

10. Hospital associations and city and regional coun- 
cils should consider the inclusion of staff doctors as 
part of the association and should establish special sec- 
tional activities for them. 

ll. Hospitals and physician specialists are going to 
have to develop satisfactory and fair arrangements for 
working with each other. The difficulties that have 
arisen have resulted from two basic factors: (1) these 
physicians have been treated differently from others 
associated with hospitals—in some respects, they feel 
they have been accorded only second-class citizenship; 
(2) money has become a major source of contention. 

These physicians should be accorded full professional 
recognition as members of hospital medical staffs, and 
there should be fairnesss on both sides in financial deal- 
ings. In essence, the position of the American Hospital 
Association is that the freedom of the hospital physician 
specialist to exercise his medical judgment and skill can 
be maintained under any of a variety of financial rela- 
tionships which are agreeable to those concerned at the 
local level. 

Better organization will be required of physicians on 
hospital staffs in order to develop patterns for provid- 
Ing a wider range of service in outpatient clinics, 
rehabilitation units, nursing homes, and related para- 
medical facilities. In turn, hospitals must be prepared 
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John Bigelow, executive director, Washington State Hospital Associa- 
tion, Seattle, drew prolonged applause for his speech urging hospitals 
to accept the responsibility for providing rehabilitation and con- 
valescent services instead of allowing it to be assumed by nursing 
homes. Among those who came up to congratulate him on the talk 
were Marian Ibach, member of the board of trustees, Marin General 
Hospital, San Rafael, Calif., and secreiary-treasurer, Association of 
California Hospital Districts; and Marguerite Peck, R.N., administrator, 
Shriners’ Hospital for Crippled Children, San Francisco. 


to accept more physician direction and participation in 
the organization and development of the outpatient and 
emergency departments, for these are basically medical- 
practice areas and will not reach effective development 
without the doctors’ enthusiastic help. 

The physician will have to be brought closer to the 
hospital. This is going to mean physicians’ office build- 
ings related to hospitals, increased use by physicians of 
outpatient facilities, less duplication of services and 
expensive overhead in diagnostic facilities, and many 
other efficiencies the American public wants.—Russell 
A. Nelson, M.D., director, Johns Hopkins Hospital, Bal- 
timore. 


Asks Hospitals Not to Relinquish 


Rehabilitation to Nursing Homes 
More and more nursing-home beds for custodial care 
is not the answer to the problem of facilities for care 
of the aged, we are finding in the state of Washington, 
which is 10 years ahead of other states in developing 
nursing-home facilities. There is a great need for more 
efforts at rehabilitation, to return people to useful 
living. A reasonable goal is restoration of 25 percent of 
nursing-home patients to normal community living. 
Either the nursing-home industry will expand to 
provide rehabilitation services, or the general hospital 
will have to provide rehabilitation and convalescent 
services at lower costs than it charges for the care of 
acute illness. If hospitals do not accept the responsibility 
for rehabilitation and convalescent services for the elder- 
ly, nursing homes will become junior hospitals. Some 
nursing homes in Washington have already applied for 
licensing as rehabilitation or convalescent hospitals. 
Nursing homes aren’t thinking about moving into 
rehabilitation services; they are doing so. A few years 
ago they would have looked with disfavor on the early 
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discharge of patients. Now they are finding out that the 
better their rehabilitation services and the faster they 
discharge patients, the more likely they are to get more 
patients. 

About 40 percent of patients in Washington nursing 
homes are admitted directly from hospitals. In a recent 
Michigan study, the percentage was about 24. 

Through nursing homes, we see indirect influences 
exerted on patient care which we do not think are good 
for hospitals. By statute in Washington, a practical nurse 
can now give medications, under the supervision of a 
physician or a registered nurse. 

I think community general hospitals will be failures 
when they find themselves caring only for the most 
costly, complex cases. Furthermore, as nursing care 
becomes more and more impersonal—with the advent 
of such devices as electronic patient monitoring sys- 
tems—one way hospitals can regain a more personal 
approach is to provide rehabilitation and convalescent 
services. 

It is time for general hospitals to re-evaluate their 
philosophy. The decision is being forced upon us.— 
John Bigelow, executive director, Washington State 
Hospital Association, Seattle. 


Successful Hospital Union Formed 
Out of Employees’ Organization 


A hospital union which was formed out of an em- 
ployees’ association has functioned well in our hospital 
since its founding five years ago. It is not a company 
union, operated by management, but a bona fide union 
which is chartered under the laws of California and 
operates under its own bylaws. 

This union was the outgrowth of a drive by various 
labor unions to organize the hospital’s employees. Ear- 
ly in 1955 employees were solicited for union mem- 
bership. The union distributed leaflets and put up 
posters without permission. Some employees were 
called at home, and given promises of higher salaries. 

The employees’ association, which had been func- 
tioning as a social group, met to discuss the problem, 
and the employees decided they were not interested. 
Shortly afterward, a picket line was set up. It was 
composed of professional pickets, not hospital em- 
ployees, and they were from a union in the next coun- 
ty. The central labor council ruled that this union had 
no right to picket in the area. 

The local culinary union immediately demanded rec- 
ognition with a signed contract. Its representatives ap- 
proached the administrator. He refused to sign, because 
the employees had not been contacted. A meeting was 
arranged between the union representative and the 
head of the kitchen. Its outcome was that the em- 
ployees refused to join the union. 

Continued demands were made by this union and 
several others. All the unions sought management’s 
signature of their contracts—not employee approval. 
The hospital’s board of directors asked for a one- 
month extension for study. Meanwhile, the hospital 
was placed on the “do not patronize” list of the unions, 
published in the union newspaper. The unions also noti- 


fied various physicians and organizations and request. 
their co-operation. 

Members of the board of directors began to fe 
pressure from outside the hospital. One director wa 
threatened with the loss of insurance contracts; anothe; 
an attorney, with the loss of legal business. At on 


point the administrator was directed to give in ang 


sign the collective-bargaining agreements. He refused 
pointing out that the employees’ freedom of choice was JR vss. W 
threatened. Mec 
In November, 1955, a picket line was again set up os 9 
The laundry serving the hospital was forced to stop its ms 
service, and the hospital was forced to pick up it a ins 
supplies directly from suppliers. When the garbage ond Yut 
collectors refused to pick up the hospital’s garbage, the titel, 
hospital called in the health department. It requested i" 
that both garbage service and laundry service be re- 
sumed. The union allowed resumption of garbage cd- 
lection, but not laundry service. The hospital found an. 
other laundry service in the next county. hospite 
A meeting of employees was called, and employees J sion a 
were asked to give their opinions. A lawyer was called & contra 
in to determine whether a suit could be filed agains § sand: 
the union for unlawful interference with the operation Ifa 
of the community hospital. On the basis of a long lis: & these 
of union offenses, the hospital’s attorneys were able & contr 
to obtain a temporary injunction, and a lawsuit was In 
instituted to obtain a permanent injunction. delive 
At the hearing, 39 hospital employees were sub- § retur 
poenaed by the defendant union. One by one they § cours 
testified in favor of the hospital and rejected the ff the ; 
union’s proposal. The hospital won its case. Union of- § calle 
ficials and members were permanently restrained from § patie 
picketing, blacklisting, boycotting the hospital’s sup- not { 
pliers, contacting physicians or patients, or in any Er 
manner threatening or unlawfully interfering with the that 
operation of the hospital. an ¢ 
The hospital union was then formed out of the old resp 
employees’ association. This union, in the eyes of the ter 
court, was a separate entity and had jurisdiction. At go | 
present a two-year contract is in effect between the play 
hospital and the employees.—George W. Wacker, ad- liak 
ministrator, Richmond (Calif.) Hospital. — I 
sue 
Trend Toward Increasing Responsibility re 
Of Hospital for Medical Staff’s Actions ’ 
The most significant legal development for California pit 
hospitals in the last year was that the Supreme Court TI 
stripped the government hospitals of their immunity. a 
Those of you who are from immunity states will find sc 
that there is greater pressure on your legislators, and ci 
also that there will be retroactive activity. 
Other significant developments relate primarily to k 
the medical staff. There is a trend toward increasing the ; 
responsibility of the hospital for the activities of its t 


staff. The state ruled that the hospital could be held 
responsible for the acts of an independent contractor 
such as the anesthesiologist. The legal theory on which 
this decision was based was that the patient did not 
know that the contractor was not an employee of the 
hospital, and did not select the anesthesiologist. The 
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Devices for manufacturing in the hospital 
ghormacy were featured in exhibit by the 
Northern California Society of Hospital Phar- 
nocists. Willard Henry (I.), University of Cali- 
iynia Medical Center, San Francisco, demon- 
doles operation of single-punch  tablet- 
noting machine, loaned by the university for 
ihe exhibit. Mary L. Munson, pharmacist, Con- 
a Costa County Hospital, Martinez, Calif., 
ond Yut M. Gong, chief pharmacist, Brookside 
Hospital, San Pablo, Calif., look at tablet dis- 
stegration time machine. 


hospital can protect itself by spelling out on admis- 
son agreements that these persons are independent 
contractors and hope that the patient’s signature will 
stand up. 

If a hospital does not have a written agreement with 
these specialists that identifies them as independent 
contractors, it is more likely to be held accountable. 
In the case of a woman who bled to death after 
delivery, the attending physician, who had refused to 
return to the hospital to care for his patient, was of 
course held liable, but then the question came up of 
the amount of responsibility of the nurse. She had 
called the doctor several times to tell him about the 
patient's condition and ask him to return, but she had 
not taken further action. 

Employees must be indoctrinated with the feeling 
that they have an independent responsibility. When 
an emergency such as this comes up, the nurse has a 
responsibility to go to her superior. Probably the mat- 
ter will be referred to the administrator, who should 
go to the medical staff to ask that the doctor be sup- 
planted on the case. Otherwise the hospital will be 
liable. 

In another interesting case, the hospital is being 
sued on the charge that it did not properly screen a 
certain physician and allowed him to continue prac- 
ticing in the hospital. 

These developrnents point up the need for the hos- 
pital administration to work with the medical staff. 
There must be continuing screening of the staff. It is 
a nondelegable duty of the trustees to insist on proper 
screening and to encourage the medical staff to dis- 
cipline itself. 

There have been seven suits against hospitals in the 
last two years by doctors who charged that they had 
been improperly disciplined. We haven’t lost one of 
these suits yet; we have been able to show that the 
doctor involved had been properly disciplined. 

The medical staff should require information on 
Whether a doctor is insured, and it is proper for the 
staff to set minimum limits of coverage.—James E. 


Ludlam, Los Angeles, legal counsel, California Hospital 
Association. 
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Charges Patient’s Human Needs Often 
Neglected in Technically-Oriented Hospital 


The hospital is a social structure in our society—dif- 
ferent from any other. Too often the patient in this 
rigid structure is forgotten as a human being. It seems 
a shame that when we devote so much money to pro- 
vide the best possible technical care we pay so little 
attention to “humanizing” care. One disgruntled L.V.N. 
can cause a dissatisfied patient. 

A friend who recently spent five weeks in a Califor- 
nia hospital told me he never was served by the same 
person two days in a row. He rarely saw a registered 
nurse; they were too busy with the paperwork. The 
orderlies and vocational nurses drifted in and out in 
an ever-changing stream. In the whole five weeks he 
made not one personal contact with a hospital worker. 

Another man, admitted just to have a series of 
diagnostic tests, was a happy, healthy man when he 
walked in at 3:30 p.m. At 3:45 p.m. he was a morbid 
statistic in the hospital records. He was stripped of 
his clothes and put in that most embarrassing of all 
garments, the hospital gown. He was deprived of his 
money and identification, put to bed, and forbidden to 
see his relatives and friends except at supervised in- 
tervals. 

He has vowed he will never again enter a hospital 
unless dying—and then only if unconscious. 

Hospital care can be not only degrading but actually 
harmful—as in the cases of patients who are deformed 
beyond rehabilitation for lack of administered exercise 
during long weeks in hospital beds. 

The dream of the hospital as a local health center 
has not materialized. Two principal reasons that it has 
not developed, I believe, are: (1) the American Medi- 
cal Association has opposed regionalization, and (2) 

local hospitals have been so busy with increasingly 
specialized care that they have had no time for de- 
veloping the concept. Preventive and curative medicine 
have allowed themselves to be fragmented.—H. D. 
Chope, M.D., Dr. P.H., director, Department of Public 
Health and Welfare, County of San Mateo, San Mateo, 
Calif. 
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Mid-West Hospital Association 


Key Problem of Health Care for the Aged 
A Major Topic at Mid-West Sessions 


More than 3,500 hospital-affiliated persons participated 
in general sessions and departmental section meetings 
at the 33rd annual Mid-West Hospital Association con- 
vention April 26-28 in Kansas City. 

Carlos J. R. Smith, administrator, Helena (Ark.) Hos- 
pital, succeeded C. E. Copeland, administrator, Mis- 
souri Baptist Hospital, St. Louis, as Mid-West president. 
Carl C. Lamley, executive director, Stormont-Vail Hos- 
pital, Topeka, Kans., was named president-elect, and 
Nerman Losh, administrator, Children’s Hospital, Den- 
ver, Colo., became secretary-treasurer. 

Topics presents selected abstracts of several papers 
given at the convention. 


Challenge of Future: Courage 
To Support Voluntary Effort 


The challenge before us is whether we have the courage 
to support voluntary effort with all of its acknowledged 
accomplishments and advantages in the face of the 
steadily rising expenditures required to pay for the 
health services we need and want. Whether we continue 
as a public to finance generously the medical establish- 
ment will be conditioned by prevailing opinions of the 
value of the service and the responsibility shawn by 
those who provide it. 

Hospital care now represents about 30 cents of every 


Two Mid-Wesi leaders chat with George Bugbee (center), president of 
the Health Information Foundation, a major convention speaker. Karey 
Fuqua (1.) is administrator, Southwestern Clinic Hospital, Lawton, 
Okla., and Herbert A. Anderson is administrator, Lincoln (Neb.) Gen- 
eral Hospital. 
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medical-care dollar, compared with 14 cents 30 yea 
ago. This means that hospital expenditures occupy a {z 
more important place in the medical-care budget. 
This is in part due to an increase in the unit costo; 
day of care, which has gone up about 340 percent sing: adicatin 
1940. Use of hospital care has not increased at the sax: and the 
rate as price, but the population is now using about}! those re 


days of general hospital care per person per year, There 
against 0.9 of a day per person 30 years ago. 


dia 

Expenditures for medical care inevitably will 
greatly affected by our expanding population, whid venient 
experts say will reach 235 million people by 1975. Olde recent 
people who were but four percent of our population i long-t 
1900—now represent about nine percent. The gain ha hospit 
resulted because of longer life expectancy. While the 
percentage is expected to remain fairly constant, hospit 


further increase in total number will come from a large § yith « 


total population. withi 

The medical-care establishment will be continually § jowey 
challenged to meet the rising demand for care of a pop- Bu 
ulation living longer and suffering from quite differest § facjjj 
disabilities than prevailed at the turn of the centuy § gubu 
One result of a longer life span is greater total need for F dove 


medical care for the population as a whole. An increat § and 
in chronic illness will further increase expenditures fo § cent 


medical care. In 
Inevitably, greater use of medical care will bring with § the 
it continued public criticism of the need to invest more J wit! 
money to take advantage of advances in medicine. vali 
The organization and distribution of hospitals will & F in; 
continually questioned. The public wants service con- I 


veniently available, and, on the other hand, economy it yo 
capital investment and use of operating funds. With® — ne 


large a portion of the medical-care dollar finance’ F jn 
through voluntary health insurance there is also going fF ni 
to be public concern that care is not overused. | pl 
Furthermore, there is every indication that organiza C 
tion involving the physician will proliferate and that the 
hospital’s assignment will become more important. We ‘ 


will see a continuing increase in complicated diagnosis 
and treatment, and if the patient with chronic illness 
to have continuity of medical care, we must see the 
hospital become a center for long-term care 

It is clearly evident that the medical profession § 
moving toward more self-regulation. The more recet! 
increases in organization of medical-staff committees 
to review hospital admissions and length o! stay a 
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wh £. Castelaw, M.D. (center), 91-year-old re- 
of Kansas City physician and hospital admin- 
‘otor who helped found the Mid-West Hospital 
saiation in 1927, receives a plaque and a warm 
sndshake from association president C. E. Cope- 
a4 during the convention banquet. Mrs. Carl 
lamely, wife of the Mid-West president-elect, 
on. 


indicative of added use of organization by physicians 
and the strains which will be placed on hospitals and 
those responsible for administration. 

There are important economic advantages to combin- 
ing diagnostic and treatment facilities needed for in- 
satients and outpatients, not to mention added con- 
venience for physicians and patients alike. But if the 
recent increase in such combined facilities represents a 
long-term trend, the assignment of physicians and 
hospital administrators will not become more simple. 

Inevitably we are moving toward larger groupings of 
hospital beds. If long-term units are to be combined 
with short-term beds, we can secure greater flexibility 
within the individual hospital. We will certainly see 
fewer but larger hospitals. 

But there are many unresolved questions in hospital- 
facility planning. The big population growth has been 
suburban, whereas the largest and best hospitals have 
developed in central cities. Our most valuable research 
and educational activities have also tended to be in 
central cities. 

In spite of this. we see a trend toward decentralizing 
the hospital physical plant. If planning is not carried on 
with great insight we may well lose some of our most 
valuable assets, not only in new medical knowledge but 
in maintaining the best type of care. 

I believe the American public will continue to support 
voluntary effort and accept the increased expenditures 
needed for service if the medical profession and others 
in the health field are to work together in efficient plan- 
ning and operation of our facilities—George Bugbee, 


— Health Information Foundation, New York 
ity. 


Shifting Population Emphasizes 

Care of Aged in Middle West 

The seven states represented in the Mid-West Hospital 
Station are characterized by a relative importance 
ot small-town and farm populations. The region is more 


oe less metropolitan than the United States as a 
whole, 


Because of the nature of the region, the community 
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hospital I describe is primarily concerned with patient 
care. I am not thinking of more typically metropolitan 
hospitals that include research and education as sub- 
stantial phases of their operations. 

The modern hospital is an important community in- 
stitution. One indication of its importance is that the 
general public associates hospitals with medical doctors 
and nurses. These groups have high prestige and, 
especially medical doctors, hold a social position almost 
without peer. A testimonial to the hospital’s importance 
is its status-symbol quality. Residents of many county- 
seat towns feel they have a fuller measure of commu- 
nity self-respect when they acquire a hospital. 

In a sense, the hospital constitutes an urban outpost 
in rural communities. Doctors, nurses, administrators, 
technicians have an interest in creating facsimiles of 
urban environments where they were trained in the 
rural places where they serve. The modern hospital, 
wherever it is located, is urban. 

This urban quality of the hospital may be cast in 
bolder relief if we reflect on the result of out-migration 
from rural areas. Increasingly the rural population will 
be “purer”; its members will have been highly selected 
from among those who chose rural living in preference 
to urban living. We can assume that among them will be 
those who most wholeheartedly reject the city. There- 
fore, many rural people will have an antipathy toward 
the city and its ways. It seems to me that some of this 
antipathy can rub off on an institution to its detriment. 

If I am accurate in stating that medical personnel try 
to create facsimiles of the centers in which they are 
trained, this can inhibit a rural community’s willingly 
accepting the institution. 

Perhaps the time is at hand for hospital personnel to 
loosen restrictions on visiting hours, to allow more 
rooming-in privileges so that patients may have a family 
member or even a friend accompany them through their 
hospital experience. You undoubtedly can think of even 
more cogent ways in which the patient can be treated 
more personaly while he is in your care. If in no 
other way, the rural hospital, can afford to be less 
“busy” and “impersonal” than the urban institution. 

In the area represented by the Mid-West Hospital 
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Association, migration has been from farm to city 
throughout our history. In recent decades the migration 
pattern has intensified in the direction of large city 
complexes. Growing populations in urban areas have 
been dispersed within the city region so that suburbs 
show growth while central city districts typically do not. 

Young people, 18 to 34 years of age, constitute the 
vast bulk of movers. Rural areas are left with residual 
populations of elderly people. Whereas American society 
as a whole is trending toward a larger aged component, 
rural areas will have an even more pronounced tend- 
ency in this direction. 

As patient population shifts toward more of older age, 
community hospitals will take on once again the image 
of the place where death occurs. Numerous patients 
will be retired. They will be members of two-person 
families or reside alone. The hospital will not return 
people to jobs but to a spouse or a household without 
members or to a nursing home. 

Under these circumstances it would seem to be 
reasonable that nurses in rural areas receive training 
in medical social work; that larger hospitals in rural 
communities employ medical social workers who special- 
ize in geriatrics—Wayne C. Rohrer, Ph.D., professor 
of sociology, Kansas State University, Manhattan; Kans. 


Cruikshank Charges Many Hospitals 
Lose Sight of Community Role 


All that we in labor, as consumers, are asking is that 
hospitals respond to the social, economic, medical and 
scientific changes of our day. This plea does not imply 
that hospitals have remained unchanged. Our complaint 
is that hospitals have not been responsive enough to 
the challenge of the times. 

Many hospitals have lost sight of their real purpose, 
which is not to serve doctors or hospital administrators 
or volunteers or philanthropists or good interpersonal 
group relations, but rather to help the people of the 
community to retain and to regain their health. 

However, as we survey today’s hospital world, that 
purpose seems frequently to be regarded by the hospital 
as almost incidental. This fuzziness of purpose is due in 
part to the fact that many of the institutions we glibly 
refer to as voluntary community hospitals are not com- 
munity hospitals at all. 

Hospital boards of trustees reflect the social organiza- 


Laying plans for the 1962 Mid-West conver 
are (I. to r.): president-elect Carl C. Lamely, exe: 
tive director, Stormont-Vail Hospital, Topeka, Kz» 
president Carlos J. R. Smith, administrator, He 

(Ark.) Hospital; and outgoing president ¢ ; 
Copeland, administrator, Missouri Baptist Hospits 
St. Louis. 


tion of the last century. Support now comes from a hog 
of small contributors and, more importantly, from pr. 
payment health insurance, but special-interest grou 
still call the shots on important hospital policies. 

As a layman, I think a true community hospital shoul 
be a well-rounded health center from which preventiy: 
diagnostic, treatment, rehabilitative, and home-ca; 
services radiate to the entire community. It should & 
the center of the physician’s professional life, providin; 
laboratory and x-ray facilities for his use. 

There is evidence in the pronouncements of hospit! 
leaders that this is the direction in which hospitals ax 
heading. But progress toward this end has been amy- 
thing but smooth. 

To my mind the most flagrant evidence of the extent 
to which some hospitals are out of tune with the people 
they are designed to serve is the craven stand many 
hospital spokesmen feel it necessary to take on the issue 
of health benefits for America’s aged. When represen- 
tatives of hospitals speak out against health benefits fr 
old people financed through social security, whom ar 
they speaking for? They do not speak for the people o! 
their community. And I don’t believe they speak in 
the interest of their hospitals. 

If social security beneficiaries were covered by hos 
pital insurance, a substantial amount of free-care del- 
icits would be wiped out, and hospitals would be 
financially able to devote a much larger portion of their 
income to improvement of services and the raising 0 
wages. 

The Kerr-Mills Act cannot meet the need for any 
but a small segment of America’s aged—those alread) 
in dire need who happen to live in a state where matth- 
ing money has been appropriated. And the progral 
cannot even do that adequately unless and until it i 
supplemented by a social security-financed program 
for the vast bulk of the aged. 

We in organized labor are not against the Kerr-Milk 
Act. We believe it should be implemented, and have 
encouraged our state organizations to give support 
implementing legislation in every state. Such a prograll 
will be needed to supplement health protection for the 
aged when the time comes—as it inevitably will—when 
payment for health care for the aged is provided under 
the social security mechanism.—Nelson H. Cruikshank 
director, department -of social security, 
Washington, D.C. 
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National League for Nursing 


“Interaction—Key to Nursing Progress” 


Over 5,000 guests—professional nurses, practical nurses, 
aides, members of allied professions (medicine, public 
health, hospitals, education, and social work), and lay 
persons attended the fifth biennial convention of the 
National League for Nursing in Cleveland, April 10 to 
14. 

Lucile Petry Leone, chief nurse officer and assistant 
surgeon general, U.S. Department of Public Health 
Service was reelected president for a two-year term. 

A new Department of Practical Nursing Programs in 
the Division of Nursing Education became a reality 
when the membership adopted Article VIII of the by- 
laws. The board of directors also authorized continued 
work of the NLN Study Committee in reviewing the 
NLN program activities and structures; approved the 
request for the organization of a new inter-divisional 
council of individual members interested in research in 
nursing; and the role of the League as a standard-set- 
ting organization for nursing services along with con- 
sideration of the responsibilities of national consultants 
to state and local groups. 

Mary Breckinridge, famed nurse-pioneer, was the re- 
cipient of the Mary Adelaide Nutting Award for out- 
standing leadership and achievement in nursing at the 
keynote session. Although Mrs. Breckinridge recently 
celebrated her 80th birthday, her inability to be present 
was due to the fact that she was too busy directing her 
world famous Frontier Nursing Service to get away. 
The award was accepted on her behalf by Mrs. R. Liv- 
ington Ireland, a long-time friend, and a member of the 
board of directors of the French Nursing Service. 


New NLN officers chat after the business 
meeting: Lucile Petry Leone (second from 
right), re-elected president, and (I. to r.) 
Pearl Parvin Coulter, director, University of 
Arizona School of Nursing, Tucson, third 
vice-president; Henry C. Mills, vice-president 
for educational administration, University 
of Rochester, N.Y., treasurer; Helen Nahm, 
dean of the School of Nursing, University of 
California Medical Center, San Francisco, first 
vice president. 
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Basis of League’s Advancement of Nursing 


Speaker at the banquet was Dr. Samuel I. Hayakawa, 
professor of language arts, San Francisco State College, 
whose subject was communications between the United 
States and the Soviet Union. Tickets to the banquet 
were exhausted early in the convention, and Dr. Haya- 
kawa’s talk was piped into adjoining rooms for the 
benefit of a huge overflow crowd. Boisfeuillet Jones, 
special assistant to the Secretary (Health and Medical 
Affairs), Department of Health, Education and Welfare, 
in his keynote address to the convention, “The Hu- 
manitarian at Work,” quoted President Kennedy’s spe- 
cial message to Congress in his opening remarks: 

As long as people are stricken by a disease which we 
have the ability to prevent, as long as people are 
chained by a disability which can be reversed, as long 
as needless death takes its toll, then American health 
will be unfinished business. 

“Plainly” said Mr. Jones, “a part of this unfinished 
business is the business of the scientist. But a large 
portion belongs, essentially, to the humanitarian. There 
is no better word to describe the person who tailors 
discovery to the measure of man. The scientist seeks 
truth; the humanitarian employs it to advance the hu- 
man condition. The future belongs to them both. 

“The National League for Nursing anticipates, by its 
very existence and nature, the need for interaction be- 
tween the scientist and the humanitarian, between the 
researcher and the practitioner, between the profession- 
al and the layman, between the people who need help 
and the people who give help. 

“Today we are endowed with vast clinical knowledge 
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when completed.’ 


“I feel some of you will be asked to help in this ef- 
fort. The advice of nurse leaders, supported by hos- 


Four speakers who addressed the Department of Hospital Nursing 
. to r., Louise C. Smith, Teachers College, Columbia 
University; Rita Radzialowski, chairman of the steering committee; 
Stella McCullough, president, Texas League for Nursing; and Helen 


session were, | 


W. Dunn, University of Illinois Hospitals. 


Participants in the Council on Practical Nurses, back row, | 


Laurine Gullette, R.N., chairman, committee on practical nursing, 


Cleveland Council and League for Nursing; and Margene O. Faddis, 
R.N., professor, Frances Payne Bolton School of Nursing, Western 
Reserve University. Front row, |. to r., Nancy Ann Emery and Sally 
Winkhart, both licensed practical nurses; Etta E. Rasmussen, R.N., as- 
sistant to the dean, College of Nursing, State University of lowa; and 
Loretta E. Heidgerken, R.N., professor of nursing education, School 
of Nursing, Catholic University of America. 


and impressive technical facilities for treating the 
diseases of body and mind. The challenge for nursing is 
to make full use of these magnificent resources while 
keeping the humane spirit undimmed. There is a deep 
patient-centered commitment apparent today through- 
out all levels of nursing. It is clear that the patients are 
in the foreground of all nursing activities, whether they 
are planning activities or doing activities, whether they 
involve professional nurses or our large and increasing- 
ly valuable corps of practical nurses and nursing aides. 

“The President further said, ‘We intend to develop 
for nursing, as we have for medicine and dentistry, a 
formulation of needs and training requirements; and 
appropriate proposals will be submitted to the Congress 


pital and public health administrators, physicians, eqy. 


cators, and other public-spirited citizens concerned with 


health care, is urgently needed. 

“The leap from the science-less humanitarianism ¢ 
Clara Barton to this technological wonderland,” cop. 
cluded Mr. Jones, “staggers the imagination. Yet, I am 
confident that the nurse—the practical humanitarian— 


can take advantage of the new without losing the 
virtues of the old.” 


Needs and Responsibilities 
The ‘‘Four A’s”’ Are Triggering 


Our Most Pressing Challenges 


Let me say with all my strength that if all our goals 
can be reached in our lifetime, then we need some new 
goals! 

What other programs will come to the fore in the 
next decade or two? I like to refer to the four “A’s’— 
aging, alcoholism, air pollution, and accident preven. 
tion. 

Improvements in the standards of living and advances 
in medical science have made it possible for a great 
many people to reach advanced age. Geriatrics is be- 
coming very like pediatrics in its service. New knowl- 
edge toward staving off deterioration and degeneration 
is becoming available. Our problem now is to make 
this extension of life worthwhile. 

In surveys of chronic illness in the U.S., it has been 
found that more than half of all persons over 65 have 
some form of heart disease; however, in most cases the 
condition is not disabling. More than half of the over- 
65 population is suffering from some form of arthritis. 
But nearly all are capable of being helped, and the 
majority are not severely disabled. 

One of the greatest needs for realizing the potential 
of our aged is coordination of the efforts of various 
agencies, official, private and voluntary, interested or 
active in the field of health of the aged. 

Our basic research needs are screening devices and 
methods of examinations that can economically deteci 
early illness; an extension of statistical studies to re- 
veal the actual extent and incidence of handicapping 
conditions to aid in adequate planning of programs; a 
general epidemiological approach to the causes of illness 
of elderly individuals; the delineation of high risk 
groups; and the development of control measures. And 
there must be closer cooperation and planning between 
those concerned with the provision of medical care 
and those whose problem is financing. 

Next is the problem of alcoholism. For too many 
years it was looked upon as a moral and private prob- 
lem. Today we recognize alcoholism for what it is—an 
illness—with the knowledge that alcoholics can be 
helped. 

It is essential that our new programs must strive to 
reach and help alcoholics in the earlier stages of their 
illness. Everyone can help in correcting widespread 
misunderstanding about alcoholism. Nurses in hospitals, 
clinics and industry have many opportunities to observe 
and detect early signs. The public health nurses, work- 
ing with families on an intimate basis, may be able to 
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Above, Thomas Boardman, chief editorial writer of the Cleveland 
hess, substituted as luncheon speaker for his editor, Louis B. Seltzer, 
vhen the latter was called to Washington to confer with President Ken- 
nedy. Mr. Boardman won his audience, and later consolidated his 
position with an editorial report that “Cleveland has a nice: epidemic 
—of nurses." On the right, Alice Herzig, council vice-chairman, stands 


recognize alcoholism that would be concealed from 
others. Together we must be doing something about 
this problem, which in numbers affects more individu- 
als than cancer, heart disease and tuberculosis com- 
bined. 

In the area of accident prevention, our attention must 
not be limited to highway accidents, which get the 
maximum publicity. Our vital statistics in Ohio show 
that while there were 1,930 deaths in motor accidents 
in 1959, there were also 1,264 deaths from falls, with 
more than half of the fatalities due to falls in the 
home. Here, again, we call on the nurse for help—the 
public health nurse and other nurses who get into pri- 
vate homes, who must learn to recognize and call at- 
tention to accident hazards in the environment. 

The fourth “A”, air pollution represents a whole new 
variety of environmental hazards. In many geographi- 
cal areas we are making a chemical monstrosity of the 
air we breathe. Millions of persons breathe in this con- 
coction at the rate of some 15,000 quarts per day per 
person—in weight about 10 times as much as our food 
and water intake combined. It would seem that our 
successful battles for pure food and water would be 
empty victories if we fail to do something about the air. 
—Ralph E. Dwork, M.D., director, Ohio Department of 
Health, Columbus. 


The Only Reliable Forecast 


For Nursing Is One Of Change 

We may state with certainty that one of the things 
ahead for all of us is change. As individual citizens 
and nurses, we can help shape and direct these changes 
which will alter our lives and our profession. 

The last 20 years have brought us into a whole new 
era of scientific knowledge, which makes it impossible 
for us and our students to know as much today of the 
total body of knowledge as we did yesterday. This 
should make it more important for us to learn where to 
find essential information, and how to evaluate it, than 
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to open the meeting of the Council on Psychiatric and Mental Health 
Nursing. Participants, |. to r., are Kathleen Bueker, Lorene R. Fischer, 
Florence Austin, and Virginia Barckley. Misses Bueker and Austin 
presented clinical papers; Mrs. Fischer and Miss Barckley were dis- 
cussants of the papers. 


to reproduce it on demand. Descriptions of new ap- 
proaches to and devices used in the practice of medi- 
cine appear in the daily papers as well as in the medi- 
cal journals. Where is the nurse in such a picture? 

While we will always need to do things to and for 
certain patients, an increasing amount of emphasis is 
now placed on what the nurse does with the patient and 
his family. The rehabilitation dimension is becoming 
more prominent. Nursing must now enlarge its scope of 
service and formulate other new concepts of nursing 
helpfulness. 

The trend towards the provision of facilities for giv- 
ing various gradations of care from the intensive care 
to self-care units is gaining momentum. Experimenta- 
tion goes on with the new round patient unit. Some 
cherished ideas such as continuity of care by the staff 
who has admitted him, may be sacrificed. The nurse 
may be deprived of the satisfaction she derives in seeing 
the admission to discharge progression. 

Nursing has been accused of doing the “greatest give- 
away job on earth” and of “being anywhere except at 
the bedside.” Many of us still feel that if we are im- 
aginative enough and willing to break tradition, we can 
find ways to bring the nurse and the patient together 
more frequently. Others of our colleagues accept what 
seems to be the inevitable and see the nurse of the 
future as more of an expediter than practitioner. 

The old saying that the wheel will complete its cycle 
comes to mind in connection with a trend which has 
been noted in several university centers recently. 
Those responsible for nursing education have felt that 
they could not secure the type of clinical setting and 
climate they wished for their students, unless they were 
also in charge of the nursing service. Some will say this 
is a 30-year regression, that quite different knowledge, 
skills, and associations are needed for those directing a 
school and a service. Others will say that in order to 
ensure a good educational experience for students, au- 
thority and responsibility must be vested in the same 
individuals. Regardless of the plan established in an 
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institution, every effort should be made to place the 
dreams of the directors of service and of education in 
the same orbit. Such convergence becomes possible 
through mucual understanding of the other’s problems 
and appreciation of her goals——Mildred E. Newton, R.N. 
Ed.D., director, School of Nursing, Ohio State Univer- 
sity, Columbus. 


Practical Nurse Potential 


Inservice Training And 
Teamwork Most Helpful to L.P.N. 


After graduation as a licensed practical nurse, I went 
into the Cleveland Metropolitan General Hospital, 
where I was assigned to surgery at my request. There 
was a two-week course for all L.P.N.’s, in which we 
studied basic surgery, asepsis, sterile and dressing 
technics. We also learned how to observe, what to 
watch for, and to know ahead of time what the doctor 
would ask us so that we would have the information 
ready. 

We also have inservice classes once a month in which 
we discuss new drugs and technics. This is directed by 
a registered nurse and is an open discussion. We work 
on a team plan. It is headed by the doctor, then comes 
the registered nurse, the student nurse, the licensed 
practical nurse, the student practical nurse, aide and 
orderly. Working as a team, one will observe -what 
another may not notice, so that we get well-rounded 
observation. There is a daily conference in which prob- 
lems are mutually discussed and solutions arrived at. 


—Nancy Ann Emery, L.P.N., Cleveland Metropolitan 
General Hospital. 


Nursing Home Responsibility 
Emphasizes Individual Patient 


I work at a nursing home owned and operated by three 
registered nurses. I started working weekends, and 
each of the three nurses worked with me on the job. 
There are 23 beds, with residents ranging from the 
70’s through the 90’s. 

One of the first things I was taught was to realize 
each patient was an individual, and to evaluate and 
tailor the nursing care for each. I participated in 
bladder training programs. In the hospital, it seems 
that those not on catheters are just changed constantly. 
In the home, all three shifts worked together, noting 
patient habits and offering the bedpan at intervals. 
Both the patients and nurses became adjusted to a 
routine for each patient, and the patients who were 


Nurses stop to chat with NILN preside, 
Lucile Petry Leone, far right, after the Ope: 
ing business session. L. to r., S. Mary} 
Gruber, executive director, Southeaste 
Pennsylvania League for Nursing; J. Margore 
Ada Mutch, director of nursing, Lankong 
Hospital, Philadelphia; Rita Radzialowski, ¢ 
rector of nursing service, Mt. Carmel Mer 
Hospital, Detroit. 


successful were happy not to be actively bothered by 
incontinence. 

I learned the importance of food for these patient 
and that with encouragement and hard work, that they 
could be properly fed. I learned skin care. The regis. 
tered nurses set such a good example that it was mor 
in my mind to do a better job. Every two hours the 
patient is turned, and I learned to do this alone lx. 
cause I work alone at night. However, there is a buze 
at either end of the hall, and I know one of the regis. 
tered nurses is always there to help me if I need her 

T. L. C. gives wonderful results in the geriatrics field 
We work on remotivation, and our patients are kept 
busy with religious observances, entertainment, movies 
and just talking with us—Sally Winkart, L.P.N., Lam 
Nursing Home, Brookpark Village. 


On-Going Education For 

L.P.N.’s Growing Throughout States 
Workshops and conferences are often sponsored by such 
agencies as heart, cancer and mental illness to give the 
licensed practical nurse guides to nursing procedures 
and psychological approaches to patients in these cate- 
gories. 

The Connecticut council has had three such confer- 
ences on the care of diabetics. In Massachusetts, there 
have been refresher courses on medical and surgical 
problems. In California, there have been meetings on 
communications. The Maryland league has offered “The 
L.P.N. on the Health Team,” and Ohio cancer and cardiac 
agencies have given one-day institutes. 

In addition, we have extension programs for em- 
ployed L.P.N.’s, generally given by the state department 
for education. States with new licensure laws find 
many practical nurses giving care by waiver. In Penn- 
sylvania, courses are given for these nurses which 
include theory, laboratory practice, and supervised pa- 
tient care. Our local committee, recognizing that the 
needs of private duty practical nurses differ from those 
working in nursing homes, plan our educational courses 
accordingly.—Laurine Gullette, R.N., chairman, Commit- 
tee on Practical Nursing, Cleveland Council and League 
for Nursing. 


R.N.s Need To Be Educated In 
Competent Supervision of L.P.N.s 


We hear, “Is the R.N. legally responsible, or liable for 
what the licensed practical nurse does?” And we still 
hear, “Just how much can we let them do?” 

It is encouraging that some of the less pleasant 
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phrases have disappeared and equally as encourag- 


N presides 
ter the opel ing that the tone of the refrain—at least in my ears— 
S. Mary Mf has changed. It seems that it has changed from one of 
Southeasenll anxiety and defensiveness to one of sincere questioning 
why pe about the work and utilization of the practical nurses. 
sictenditeg Why do we have to say over and over again 
“armel Mera that the selection of acts to be performed by a li- 
censed practical nurse is based on the condition of 
the patient and the circumstances of the situation, 
that we cannot compile lists of what they may and 
may not do? 
thered by As valuable as inservice education and_profes- 
sional organizational efforts are, and these must be 
patient; ontinued, they serve only to do what ideally should 
that they # have been done earlier. Our efforts must extend to the 
he regis pre-service preparation of all who will become “regis- 
was mor § tered professional nurses.” I use the phrase here in the 
the legal sense. 
lone be. How can we teach this competency of supervision 
a buze fof the L.P.N.? The old tried and true approach of 
he regis job analysis may provide a starting point. We ask the 
need her question, “What are the distinct activities of the regis- 
‘ies field tered nurse in this job?” and proceed to list them: 
wr kep 1. Selection of patients: to assigned care of the 
Movies LPN. 


V., Lamp 2. Selection of nursing acts to be performed. 

3. Observation, if possible, of the work while it 
is being done. 

4. Guidance as necessary in performance of the 


nursing. 


by such 5. Evaluation of the care given in terms of pa- 
sive the tient’s needs. 
cedures 6. Provide opportunity for the L.P.N. to discuss her 
€ cate- work, both in terms of patient’s needs as she sees 
them and in terms of her own abilities. 

confer- The next logical step is the identification of the 
3, there knowledge needed to perform these activities. The 
urgical L.P.N. is not just another subsidiary worker. She is 
ngs on a person licensed to practice nursing for which we 
d “The are as responsible as we are for professional nurs- 
rardiac ing. 

I would like to speak now of the concept of the 
r em- dignity and worth of the individual and make my 
rtment plea that the student nurse learn to apply it to her 
s find work with the L.P.N. as skillfully and with as much 
Penn- understanding as she does to her work with the 
which patient. All students in nursing are capable of learning 
d pa- this to the degree that in future supervision of L.N.P. she 
it the should be able to respect and acknowledge the contri- 
those bution of the L.P.N.—Etta H. Rasmussen, R.N., assistant 
jurses to the dean, College of Nursing, State University of 
nmit- lowa, Iowa City. 
ague 

R.N.s Need To Be Educated in 

Competent Supervision of L.P.N.s 

Modern health care has been expanded and _ be- 

come so complex that many different types of workers 
a are needed in a variety of fields. Modern nursing, too, 
sill has been developed and extended so that large num- 

bers of personnel with varying amounts and kinds of 
= Preparation are needed to fulfill all its functions in its 


service to society. The aggregate of nursing activities 


requires personnel with different degrees and depth of 
preparation for tasks varying trom the simple washing 
of a patient’s face to that of administering treatments 
with complicated equipment in a highly complex psy- 
chological situation. 

Included among the different groups 
personnel are professional nurses, practical nurses, 
and nurse-aides. Each makes an important contri- 
bution to meeting health needs of people in gen- 
eral and nursing needs in particular. It is essential 
that each group respect and know the contribution 
that each can make to nursing. 

Graduates of practical nurse programs are pre- 
pared to give nursing care to patients in situations 
relatively free of scientific complexity under the super- 
vision of a registered nurse or physician; and to assist 
a registered nurse, in a close working relationship, in 
giving nursing care to patients in complex situations. 

There must be more done to promote an attitude 
of acceptance of the practical nurse as an im- 
portant member of the nursing team, and, perhaps 
even more important, to acquire a clearer knowl- 
edge of the capacities and limitations of the nursing 
service that the practical nurse can render. 

Experimental studies are needed to expand knowledge 
concerning the nature of nursing, and to discover bet- 
ter ways of doing nursing activities. Perhaps the most 
critical need in nursing today is the development of 
instruments that can be used to validly and reliably 
measure the extent to which nursing action attains its 
goals in terms of changes in patient behavior. In fact, 
until such measures are developed, effectiveness of 
nursing action cannot be fully assessed. 

Answers to questions such as “what can the prac- 
tical nurse safely do in the care of patients?” must 
go back to our understanding of the nature of nursing, 
the effectiveness of certain nursing actions on patients, 
and our knowledge concerning the understandings and 
skills needed to perform various nursing actions. More 
nurses should be prepared for research so that these 
answers might be found.—Loretta E. Heidgerken, R.N., 
Ed.D., professor of nursing education, School of Nurs- 
ing, Catholic University of America, Washington, D.C. 


of nursing 


Talking it over before the meeting of the Department of Baccalaureate 
and High Degree Programs are, |. to r., Dorothy E. Johnson, R.N., as- 
sociate professor of nursing, School of Nursing, University of Cal- 
ifornia; Emily Holmquist, R.N., dean, School of Nursing, Indiana Uni- 
versity; William J. McGlothlin, vice-president, University of Louisville; 
and Rena E. Boyle, R.N., Ph.D., director of the department. 
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Podiatry in the Hospital: 


James C. Giuffre, M.D., medical director of St. Luke’s 
and Children’s Medical Center, Philadelphia, is widely 
recognized as the father of modern hospital podiatry. 
As a wise father, possessed of objectivity as well as 
affection, he is as quick to point cut podiatry’s omis- 
sions as he is to ncte its accomplishments in order to 
accelerate the fulfillment of its potential. 

According to his associates, Dr. Giuffre has “gone 
out of his way” to put podiatry on an equal footing 
with allied branches of medicine and surgery. Accord- 
ing to Dr. Giuffre himself, this has been no arduous 
detour, but a well-defined road to utilizing the specialty 
as part of the health team. 

“I was teaching surgery at Temple University School 
of Chiropody,” said Dr. Guiffre, “When I decided I 
could offer more to the field by helping podiatry be- 
come associated with a general hospital. There was at 
that time an aura around podiatrists and doctors which 
was unbecoming and threatening to both which created 
a barrier between the two fields. In the past five years, 
this wall has crumbled—at least in this hospital, where 
we have established a cooperative and mutually helpful 
approach to the care of the total patient. There are 
many evidences that the wall is weakening elsewhere.” 

The foot clinic at St. Luke’s and Children’s was es- 
tablished in 1953, and to date has given over 6,000 treat- 
ments. In the beginning, the ubiquitous corn was the 
major challenge of the podiatry staff. They settled down 
to prostheses of wool felt, latex and rubber, and to 
handling the added therapy of injectables. In the case 
of aged patients, dynamic molds were used to keep 
these patients ambulatory. 

“They were using a minute fraction of their knowl- 
edge,” said Dr. Giuffre. “There was no one day, of 
course, when they ceased to be ‘corn parers’ and be- 
came resources of training and skill, respected and 
resorted to by our staff of over 300 doctors and sur- 
geons. It was a gradual thing, but we did help it along 
by instituting and maintaining high standards and 
regulations.” 

The definition of the hospital’s department of podiatry- 
chiropody is “the agency through which the hospital 


Podiatry at St. Lukes On a Par with 


achieves the proper care of foot pathology. The de- 
partment aids in the prevention, diagnosis, and treat- 
ment of complications involving the foot, arising from 
various systemic diseases, as well as the palliative and 
corrective treatment of local foot pathology and com- 
plaints for inpatients, outpatients, and hospital per- 
sonnel. 

The members of the department, which is accredited 
are elected to the hospital staff by the governing board 
of the hospital staff and the board of trustees. Candi- 
dates must be graduates of an accredited college of 
podiatry-chiropody as provided by the Pennsylvania 
State Board of Chiropody Examiners and the Council 
on Education of the American Podiatry Association, and 
be licensed to practice by the Pennsylvania State Board 
of Chiropody Examiners. 

They must also be members in good standing of the 
American Podiatry Association, and the local divisional 
society. 

The department is organized on a par with other 
departments of the hospital, and the staff of six podia- 
trists with Carmine F. Travagline, D.S.C., as chief of 
the department. The over-all responsibility for the 
department rests with the chief of the department of 
surgery. The secretary is Arthur E. Helfand, D.SC., 
a staff member, who is also national chairman of the 


James C. Guiffre, M.D., 
medical director of St. 
Luke’s and Children’s 
Medical Center, Philade!- 
phia. Land is being 
cleared at the Center for 
a new college of chiropo- 
dy-podiatry, of which Dr. 
Guiffre will be dean. 
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Advisory Committee on Civil and Defense Emergency 
Medical Care, American Podiatry Association, a fellow 
of the American College of Foot QOrthopedists, and 
American Association of Hospital Podiatrists. 

The department holds monthly meetings to study 
problems and clinical activities. Members of the de- 
partment are required to attend, and to be prepared to 
present a synopsis of their activities. 

Clinical assignments are on a monthly rotational 
basis. It is the duty of the man on clinical service to 
maintain the foot clinic, be available for consultation, 
and for ward duty when necessary; to guide, teach, 
and in general supervise the podiatry-chiropody in- 
terns for those cases which fall within the scope of the 
profession. The clinic maintains a referral setup, with 
an exchange of patients between it and other hospital 
clinics. 

There are, of course, a number of hospitals which 
have staff podiatrists, but due to the fact that St. Luke’s 
and Children’s maintains a separate clinic, it attracts 
a high calibre of intern. Thus far, some 25 interns have 
been trained, not only in podiatry, but in the systemic 
affects of disease on the feet. All are graduates of 
Temple University; most have gone into private prac- 
tice, two are in the army as commissioned podiatrists. 

“What we especially stress in our training,” said Dr. 
Giuffre, “is that the foot does not stop at the ankle. 
Three years ago, for instance, we worked in conjunc- 
tion with the obstetrical department on a survey to 
determine the effects of pregnancy on the feet. Clinic 
patients, of course, are in a very low income level, and 
need prophylactic care during pregnancy. 

“We also did pediatric examinations to explore the 
extent of foot ailments. We found that 66 percent of 
the children seen needed treatment or prophylactic 
care. One of our staff members, John Sharp, D.S.C., is 
National Youth Fitness chairman for the American 
Podiatry Association, and shares the responsibility of 
maintaining special clinics for children.” 

The major scope of treatment is in functional foot 
disorders. In cases of ulcers of the feet, the podiatrists 
construct prostheses in their own laboratory setup. They 
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Top photo: Arthur Helfand, D.S.C., and nurse Ethel Robinson, 
check a patient suffering from hyperkeratosis, involving cramps 
and numbness, coldness and tingling. Origin of the condition, 
according to the clinic, may be vascular, and further tests are 
scheduled. 


Bottom photo: Joseph Bruno and Florence Schaal, physical 
therapists, treat a patient for strained plantar fascia. In addi- 
tion to physical therapy, the podiatrists used foot-molds to help 
alleviate the condition. 


also do surgery, with about 9 percent of the patients in 
this category. 

It was the decision of the podiatrists themselves that 
any patient entering the hospital for surgery involving 
the foot is the joint responsibility of the surgeon and 
the podiatrist. It is mandatory that all patients have a 
medical or surgical consultant when indicated or when 
general anesthesia is contemplated. 

According to a compilation published by the late 
William J. Stickel, D.S.C., when he was executive sec- 
retary of the National Association of Chiropodists, 
various surveys of 456,961 adults and children between 
1942 and 1947 revealed that 373,399 suffered with foot 
disorders. The total number of such disorders were 
835,401, and covered 60 different types of ailments. The 
most prevalent was fungus infections, found in 193,684 
cases. The next nine, in order of their occurrence, were 
heloma durum, tyloma, heloma molle, pes planus, meta- 
tarsalgia, weakfoot, hyperhidrosis, and infections. 

It was found that of the total number examined, 
257,831 wore incorrect footgear; 39,342 had faulty pos- 
ture; and 88,660, faulty gait. 

An article in the Journal of the American Podiatry 
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Association in February, 1957, pointed out that “It so 
becomes a public charge upon each of us to become 
associated with hospitals, clinics, and institutions in 
order that we may acquaint, demonstrate, and impart 
our knowledge and technics to our colleagues in the 
medical profession.” 

That this advice is being taken literally is apparent. 
There are currently well over 300 general hospitals with 
staff podiatrists and/or clinics. The Veterans Adminis- 
tration has an excellent setup in federal institutions, 
with about 70 hospitals participating, and units are in 
the planning stage for Germany and Korea. 

Because of this increasing interest, it is felt that a 
report on the planning and working of St. Luke’s and 
Children’s intern training program, its postgraduate 
program, and its own school of podiatry, which is 
scheduled to open in September of 1962, will be help- 
ful to hospital administrators and staff members. 

During the year spent at the hospital by the podiatry 
intern, he is required to be on duty and on call at least 
eight hours a day, and to fulfill given requirements, 
under supervision, at the following clinics: 

Allergy, where he studies the clinical cases which 
present allergic manifestations in the feet as a result 
of local or systemic allergy. 

Dermatology, where he studies dermatological cases 
which manifest themselves in the lower extremities; 
their etiology, symptoms, diagnosis, and treatment. 

Medical, where he is instructed in the didactic and 
clinical diagnosis of the various local and systemic 
medical problems which present foot pathology. Meta- 
bolic and peripheral vascular, where he studies the 
effects of the various metabolic and circulatory mani- 
festations of the human foot. 

Orthopedic, where he studies the various clinical 
eases of the lower extremity and the effects of other 
orthopedic pathologies upon the foot. He is instructed 
in the proper method of orthopedic diagnosis, x-ray 
findings, laboratory procedures, and in the proper ap- 
plication and indications for casts. All phases of fracture 
work are demonstrated, as are functional pathologies of 
the foot and leg. 

Pediatric, where he is able to observe and assist in 
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Carmine F. Travagline, D.S.C., chief of the of the 

podiatry department, examines a_ surgery 

brought into the clinic complaining of pain BE, is 

in her ankle. Assisting is nurse Ethel Robin. Hoar, # 

son. The youngster was sent to x-ray fo, of the | 
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the diagnosis and treatment of pediatric foot pathology, roy 

both local pathology and the pedal manifestations of trauny 

the systemic childhood diseases. “ans 

Physical therapy, where he assists in the physical, He 

mechanical, and electrical diagnosis and treatment of ol 1 

local foot pathology and the pedal manifestations of judge 

systemic diseases. All of the various modalities are at 9 o¢ 

the disposal of the intern. ned 

Surgical, where he observes the various procedures tech: 

of the clinic, and in particular, the post-traumatic foot cont 

conditions and the surgical treatment of local foot Ke 

pathology. cess 

Each intern is required to spend a set time on ac- surg 

cident ward duty with the medical and surgical res- ture 

dents. In this way, he is able to participate in the age 
diagnosis and emergency treatment of traumatic foot 


pathology. He is also required to spend a set time in 
the industrial clinic where, under supervision, he is 
able to assist in the diagnosis and treatment of indus- 
trial injuries involving the foot. 

He must examine every ward patient at least once 


nfs. 


Podiatrists Arthur Helfand and A. Joseph Fabii study the x-ray 
of the youngster shown on this page. Although she complained 


only of her ankle, the x-ray confirmed Dr. Travag!ine’s diag 
nosis of foot fracture. 
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juring the patient’s stay at the hospital, for local foot 
pathology and the pedal manifestations of systemic 
jiseases. In consultation with the physician on service, 
treatment is rendered by the podiatrist as indicated. 
The intern assists or performs, under the supervision 
of the departments of surgery and podiatry, all foot 
urgery, and in consultation with the resident on the 
foor, is responsible for the pre- and postoperative care 
of the patient, within the scope of his profession. 

The intern must spend a minimum of one month in 
the clinical laboratory, where he studies and performs 
ll laboratory analyses which pertain to his field. He 
is assigned, in the laboratory, to the departments of 
hematology, urinalysis, blood bank, serology, chemistry, 
bacteriology, mycology, and pathology. He must attend 
all intern and all postgraduate resident lectures pre- 
snted by the hospital staff. 

He must attend the reading of all films which present 
foot pathology, he has the privilege of attending the 
daily radiology clinic, and is required to review all 
traumatic and functional radiographs with the depart- 
ment of radiology, orthopedics and podiatry. 

He is further required to assist at all foot surgery, 
and may perform ward and clinic foot surgery when 
judged competent by the members of the departments 
of surgery and podiatry. He is assigned to the depart- 
ment of anesthesiology for instruction in the proper 
technic of local anesthesia; and the indications and 
contraindications of local and general anesthesia. 

Foot surgery which utilizes podiatry includes: Ab- 
cesses—incision and drainage; burns—debridement and 
surgical treatment; accidental laceration of skin struc- 
ture—suture and repair; cellulities—incision and drain- 
age; removal of foreign body; debridement and curet- 
tage of ulcers and infected tracts. Tumors and cysts: 
cysts—implantation and epidermoid; verucca—excisions 
neoplasms. Bones: exostosis—excision; hallux valgus— 
repair; phalanx—incomplete ostectomy; sesamoid bone 
—excision; nail, bed, lip, matrix—repair; fractures— 
closed reduction. Bursae: aspiration, bursectomy; bur- 
sotomy. Joints: arthroplasty; arthrotomy. Tendon: 
Tenotomy; tenectomy; tenoplasty; ganglion—excision. 

The postgraduate course covers pathology; medicine 
and dermatology; pharmacology—pre- and postoperative 
medication; hospital relations and protocol; diagnostic 
roentgenology; foot orthopedics and rehabilitation; sur- 
gery—surgical anatomy, aseptic surgical technics, labor- 
atory procedures, anesthesia, instrumentation, suturing 
technics, and the performing of actual surgery. 

The basic course is augmented from time to time to 
meet the changing concepts and practice of podiatry- 
chiropody. In addition, there are interim specialty 
Courses given, such as applied and surgical anatomy, 
on a quarterly basis. The faculty, due to the wide 
variety of courses, is composed of 50 percent physicians 
and allied fields, and 50 percent podiatrists-chiropodists. 

St. Luke’s and Children’s Medical Center has ac- 
quired land in front of the hospital which will be 
cleared under Philadelphia’s urban redevelopment 
program, part of which will provide the site for a new 
college of chiropody-podiatry. The school will be a 
Separate entity, but will be an affiliate of the hospital. 


JUNE, 1961 


The first two years of the four-year course will be the 
same as those of medical and dental schools, and will 
include biochemistry, histology, anatomy, and physi- 
ology. The second two years will be devoted to clinical 
subjects such as medicine, surgery, and peripheral vas- 
cular disease. Dr. Giuffre will be the dean of the new 
college. 

It is a national requirement that a student have 
over 4,000 clinic hours in order to graduate. Some 
states, such as New Jersey, Rhode Island, Michigan 
and West Virginia, also require one year’s internship, 
and other states are considering the adoption of such a 
requirement. 

The official announcement of the podiatry school has 
been made and a development office established at 
St. Luke’s which has been receiving inquiries from all 
over the United States regarding admission. 

“The great changes that have affected medicine as a 
whole,” said Dr. Giuffre, “have naturally affected the 
practice of podiatry. Home calls by physicians have 
been reduced to a minimum, so office calls are heavy. 
The doctor usually doesn’t have time to survey properly 
the patient who complains of his feet. In such cases, if 
he is knowledgeable, and has accepted the podiatrist as 
an ally, he will utilize the specialty. 

“We often run into problems with bedridden patients 
when we try to ambulate them. Doctors of Podiatry- 
Chiropody are qualified, to help with many of these 
problems. It is incumbent on us to indoctrinate them 
properly, and it is essential that we know the systemic 
condition, which may be relative. We must not simply 
accept the patient’s complaint, but delve into his back- 
ground for the underlying disease condition. About 90 
percent of our patients have a family doctor, and the 
establishment of a close liaison between him and the 
podiatrist is necessary for the total treatment of the 
patient. 

“When I was a resident in surgery,” continued Dr. 
Giuffre, “we took care of all kinds of surgery, including 
injury to the spine and diseases of the bone. Now the 
orthopedists take care of fractures, tendon lacerations, 
and amputations. They are hard put to follow up on all 
surgery cases, and they need someone to take up part 
of the load. The doors have been opened wide for 
podiatrists, who have been recognized, and are wel- 
come. 

“From here on, the burden of establishment is entirely 
up to the podiatrists. They have kept themselves on 
the defensive for too many years. Dentists did the same 
thing for a long time, and general surgeons of another 
day would have been appalled at the thought of a den- 
tist performing surgery. Nowadays oral surgeons per- 
form highly skilled surgery. 

“The sooner all allied medical services cooperate, the 
sooner proper controls can be put on them by one 
body to the point where they are using their best 
knowledge. 

“The podiatrist is on the threshold of fulfillment as a 
specialist,” concluded Dr. Giuffre. “Through knowledge, 
skill, and humility, he can attain the contagous con- 
fidence that will bind him closer to his colleagues and 
patients.” 
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An uncommon type of specialty hospital—but one whose 
patients share a very common ailment, foot problems 
—has just completed its first year of operation in San 
Francisco. 

The 15-bed California Podiatry Hospital is the only 
hospital connected with a college of podiatry and the 
first nonprofit podiatry hospital financed mostly by 
money pledged by members of the profession, according 
to M. C. Nuddleman, D.S.C., administrator. 

Licensed as a specialty hospital by the state of Cali- 
fornia, the hospital was built to provide better teach- 
ing facilities for students in the California Podiatry 
College. It is next-door to the college, which offers a 
four-year course leading to the degree of Doctor of 
Surgical Chiropody—D.S.C. (Podiatry and chiropody are 


Below: Bunionectomy is performed under general anesthesia, in one 
of the hospital’s two operating rooms. Students from the California 


Podiatry College act as scrub and circulating nurses. 


Podiatry in the Hospital: 
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synonymous; podiatry is the term now officially usd § but 
by the profession nationally.) surg 


Before the hospital was opened a year ago, students 9  tissi 
had to go to other hospitals for their surgery expe } 30n 
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This miniature teaching hospital has two well- § abo 
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performed there each month. Surgery is done Monday J 
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M. C. Nuddleman, D.S.C., administrator 
and Margaret Berkowitz, &.N., revie¥ 
patients’ charts at nursing station. 
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Operations may last from 30 minutes to four hours, 
but major operations (those involving extensive bone 
surgery) average 142-2 hours. Minor surgery (soft- 
tissue operations and minor corrections) takes from 
30 minutes to one hour. 

Anesthesia, which is administered by anesthesiolo- 
gists who are on the staff at St. Francis Hospital, is 
about equally divided between local and general. Bun- 
ionectomies are performed under general anesthesia. 

Jan Hillburg, R. N., is operating-room supervisor. 
College students act as circulating and scrub nurses. 
Students are trained in operating-room technic in 
their third year, and go into surgery in their fourth 
year. The hospital has an intern training program, which 
is limited to five persons in order to give them as much 
experience as possible. 

As might be expected, about 90 percent of all pa- 
tients are women. The average length of stay is four 
days. 

Administrator Nuddleman believes his hospital has 
basically the same problems as other hospitals. The 
fact that almost all cases are elective simplifies its op- 
eration, because emergencies do not have to be allowed 
for. Like other hospitals, this one sometimes has to 
postpone surgery for lack of beds. Eventually, it will 
probably be enlarged. 

The hospital has a small laboratory, staffed by a 
technician who comes in part-time, in the afternoon. 
Three full meals a day are served from the kitchen. 
The food is good, though of necessity the menu is 
limited, Dr. Nuddleman says. 

Employees include seven registered nurses full-time, 
plus some part-time help; five aides; two kitchen work- 
ers; one laboratory technician, and six office personnel 
(one part-time). The administrator, a graduate of the 
California Podiatry College, still practices part-time. 

Hospitalization here is covered by Blue Cross and 
commercial insurance policies. 
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Jan Hillburg, R.N. (1.), operating-room supervisor, and Lily 
Washington, central supply aide, in compact central supply 
room adjoining the operating rooms. All surgical instruments 
and supplies requiring sterilization are autoclaved here. 


Members of the auxiliary make rounds with a cart from which 
they dispense coffee and sweets. Shown here are Mrs. Irving 
Rothman (I.) and Mrs. Cyrus Rudinger. 
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As the Aeromedical Evacuation hospital plane arrives from Germany at the Azores Air Transport station 
at evening, it is met on the flight line by the ambulance bus which carries homeward-bound militory 
patients to the 1605th USAF Hospital for a three-hour stopover prior to last leg of trip. Next stop 


Three-Hour Patients in the Azores 


By Ruth Boyer Scott* 


Far out in the Atlantic 800 miles west of the nearest 
mainland lie Portugal’s tiny Azores Islands. Here also 
is one of the world’s most unusual hospitals: the 1605th 
U. S. Air Force Hospital, which regularly serves many 
patients whose total time of stay is three hours. 

Of the hospital’s 150 beds, 35 active beds are used for 
local Air Force patients (averaging about 22 a day); the 
remaining 115 inactive beds are ready for emergencies. 
Some of these reserve beds are used regularly two or 
three times a week for three-hour patients. For it is here, 
in the Azores, that patients being flown home in hospital 
planes by Aeromedical Evacuation break their long 
flight from Germany to America. 

On an Aeromedical Evacuation (Air Evac) day, sun- 
down is the hour of arrival in the Azores. Patients will 
be approximately 10 hours out of the Rhein-Main Air 
Force base, the “Gateway to Europe,” but for these pa- 
tients, the gateway to home. 

All patients will be tired to a degree; some will be 
seriously ill. Ahead of them, after this three-hour break, 
will lie another flight of about 1042 hours to McGuire 
AF base in New Jersey. 

The three-hour AF hospital step in the Azores will 
offer all patients the trusted restorers of bathing, rest, 
and food. Those patients who require special medical 
care will be examined and treated by the doctors. They 
may receive blood transfusions, medical or surgical 
treatments. Perhaps, even, one of the pregnant women 
will stop over longer than three hours to have her baby. 

Chief of the Azores AF hospital is Col. Arthur J. 
Katzberg, M.D. He is assisted by the 32 officers and 82 
airmen the Air Force has assigned to the hospital func- 
tion: 9 doctors, 6 dentists, 12 nurses, and 5 administrative 


*Free-lance writer. 


officers, as well as 60 corpsmen and 22 administrative 
airmen. The simple and efficient hospital building dates 
from 1956, superceding quonset huts which are now be- 
ing used as a high school. 

On this particular clear day, all preparation at the 
hospital was completed, and the staff was waiting. 

About seven minutes away by car, at the flight line 
of the Azores air base, waiting was again the watchword. 
An ambulance, a bus, and private cars lined up in readi- 
ness for the arrival of the Air Evac plane. A red-painted 
crash truck stood by, in case of emergency. The litter 
bearers had unconsciously grouped themselves into the 
pairs which would move into action when the time came 
to remove the litter patients. 

Litters on the Air Evac flight of MATS—Military Air 
Transportation Service run by the Air Force for all 
U. S. Armed Services—serve a dual purpose. With their 
comfortable foam-rubber mattresses, litters are the air- 
plane beds for patients, locked into tiers three high in 
peacetime, four high in emergencies. In addition, litters 
also function efficiently for carrying bed patients to and 
from the plane, saving time and avoiding extra moves 
for patients. 

Military and dependent patients on Air Evac flights 
include the whole range of those peacetime sicknesses 
or accidents that require prolonged or specialized care 
in the United States. Patients are buoyed with the cheer 
of the homeward bound. Even among those gravely ill 
the atmosphere of hopefulness is high—a new medical 
discovery may be just around the corner, and the finest 
medical care in the world will be available for every 
patient who is returning to America. 

The effort of the United States in striving for interna- 
tional peace accounts for today’s numerous military- 
flight passengers. To support this global task, MATS is 
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Neor right: A patient is trans- 
ferred from the ambulance bus 
fo the AF hospital at Lajes 
field, Azores Islands, for rest 
and food during the three-hour 
stopover. Far right: AF hos- 
pital technicians make up a 
litter for use of Air Evac bed- 
ridden patient. 


organized to furnish aeromedical evacuation to military 
personnel regardless of the remoteness of the assignment. 
Acomplete medical crew may be dispatched to an isolat- 
ed radio site or a tiny island to bring the seriously ill 
patient to a treatment center. If necessary, a whole team 
of specialists pick up the patient, as when a paralyzed 
polio patient was recently evacuated. 

Several of the great in diplomatic or military affairs 
have been confidential patients for three hours at this 
Azores AF hospital. So, on this particular day, the 
American watchers at the flight line might spot some 
world-famous person. But of course every patient of 
every rank is a source of immediate duty and interest. 

Now the watchers caught a glint of sunshine off a dis- 

tant speck. “Here she comes,” they said, as the aircraft 
skimmed in carefully between the mountains, enlarging 
in the eyes of the onlookers into a silver plane with the 
identifying orange band of MATS. The plane taxied to 
a full stop, the motors were cut, and the covered steps 
mounted on a truck were driven up to the aircraft’s 
door. The plane doors opened. Out came the ambulant 
patients—tired wives in youthful maternity dresses, with 
the careful waddle of advanced pregnancy; then the 
military patients, alerted before landing to wear full 
uniform, ties neat, jackets buttoned in the warm eve- 
ning air, walking with the caution of the ambulant sick 
man. 
One of the two nurse flight officers, neatly trousered 
in Air Force flight uniform, accompanied these patients 
in the first bus. The other nurse-officer waited at the 
Plane to oversee the removal of the litter patients. 

When the first bus arrived at the hospital, the patients 
Were assigned their three-hour hospital beds. Their 
flight nurse went directly to the nurses’ station to give 
her report to the waiting hospital nurses. Nurses’ reports 
are the effective device which assures continuity of hos- 
pital care for patients, whether such care is the civilian 


8/8/8/-hour civilian nursing schedule, or the MATS At- 
lantic Air Evac program of 10 hours flight/3 hours hos- 
pital/10%% hours flight. 

“An uneventful trip,” the reporting flight nurse be- 
gan. “Ambulant patients, 16; litter patients, 15.” As she 
ran her finger down the list, the flight nurse commented, 


and L . Here are 


“Please have the doctors see F 
their orders for laboratory work.” 

Where it is known in advance that a drop in hemo- 
globin could be a problem during flight, orders for test- 
ing blood at the Azores are written in Germany before 
loading. In addition, doctors in the Azores order any 
laboratory work they deem advisable for their three- 
hour patients. 

The final item on the flight nurse’s report pointed 
out, “Special diet for one patient, M——. He’s on a low- 


Below: Portuguese cook and dietitian prepare the meals for the bed 
patients. Ambulatory patients are taken to the dining room. 
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A patient with a neck injury is transferred on a suspension litter from 
ambulance bus to Azores AF hospital. 


fat, 1000-calorie diet.” Such special diets are prepared 
under supervision of a nurse. 

Now came the flight nurse’s question: “You have pa- 
tients for us?” “Yes, two,” the hospital charge nurse 
said. The flight nurse went immediately to make the re- 
quired preflight visit with her new patients. By U. S. 
Air Evac policy, every patient being picked up at Rhein- 
Main has a get-acquainted talk with one of the flight 
nurses on the day before the flight. At the USAF hos- 
pital on the Azores, all new patients for the Air Evac 
plane are interviewed just as soon as the report of in- 
coming flight patients is given. 

At the patient’s bedside, the flight nurse introduces 
herself: “I’m Lt. A , one of your flight nurses back 
to America. Have you ever flown before?” 

To passengers who have never been on an airplane, 
the nurse gives a cheerful picture of life as a passénger, 
alertly observing the patient for any anxiety which she 
could relieve by explanation. 

The nurse continued, “In about three hours you will 
be driven the half mile to the airfield to board our plane 
where a particular seat has been assigned to you. You'll 
have breakfast on the plane. After we land in New Jer- 
sey, you'll be driven to the hospital where orders are 
awaiting for your destination in the United States. We 
don’t have this destination list, so we can’t tell you 
where you will go. Do you have any questions?” 

Questions are answered briefly, honestly, and com- 
fortingly. The whole purpose of this preflight nurse- 
patient talk is to reassure the patient and ensure a calm 
flight. With a mentally ill patient, the interview may 
vary, depending on the needs of the particular patient. 
Where the physician declares it necessary, a mentally ill 
patient travels on a litter as a bed patient and is given 
an appropriate sedative before flight. 

Their responsibilities temporarily over, the flight 
nurses were then driven to the officer’s club for dinner. 
If they chose, they could have eaten in the officers’ din- 
ing room in the hospital. 


For the three-hour patients, never did time moye 
more swiftly. Although restricted to the hospital ares 
they found the ward’s walking space wide indeed, afte, 
the narrow aisle of the plane. The litter patients relishe; 
the change to a hospital bed, with more room to stretch 
and turn. 

Showers were taken; bed patients and cast patients 
were given bed baths by the medical technicians or the 
American Red Cross nurses’ aide. The Gray Ladies 
wrote letters, shopped for small needs, and otherwise 
assisted the patients. 

The ambulant patients enjoyed the freedom of eating 
in the dining hall. The litter patients were served trays, 
Nurses and Red Cross volunteers fed those unable to 
feed themselves. The special low-fat diet, according to 
policy for special diets, was given under the direct 
supervision of a nurse. 

Doctors checked the blood on two patients as request- 
ed, and ordered a blood transfusion for one, which was 
given with the assistance of the hospital nurses. The 
usual routine of prescribed medicines went on uninter- 
rupted, with the head nurse seeing that ordered medi- 
cines were given to the patients and charted on their 
records. Nurses assisted the change of dressings and took 
time for those important conversations which reassure 
the sick person. 


The warm hospitality of the three-hour hospital stay With 
gave the patients the feeling of leaving friends, when the ie 
alert to return to the Air Evac plane was given. Again mn 
patients were readied for flight, and the hospital staff pa 
waved them off in the evening blackness to an America sits 
which the patients would see at dawn. Cali 

As for the hospital staff, the usual tour of duty for jon 
American personnel in the Azores is two years if they oe 
are joined by dependents, or 18 months if not. Except ” 

eye 
for vacation, the hospital staff is as far from home as he 
their tour of duty, but—for a few busy hours—as close a 
as the conversation of their home-flying three-hour pa- on 
tients. 

Then the AF hospital in the Azores is quiet again. CI 
The night nurses begin their vigil over their local AF * 
patients, and the day staff drops off to sleep on a small ue 
Portuguese island. 

D 


Colonel Arthur J. Katz- 
berg, M.D., chief of the 
1605th USAF hospital in 
the Azores. 
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UNIFORM ACCOUNTING -- 


Now a Reality in California 


By G. Harvey Long* 


With the publication last fall of its Uniform Accounting 
Manual, the California Hospital Association had com- 
pleted years of preparation and had developed a 
statewide program of uniform accounting for its hos- 
pitalsa—the first in the United States. It is, then, to 
California that those states which are planning similar 
programs or that have limited-scale accounting pro- 
grams now will look with an observant and careful 
eye. California’s future experience with the system will 
doubtlessly have heavy influence on whether other 
states emulate—or reject—the uniform accounting con- 
cept. 

Meanwhile, with the program just getting underway, 
CHA accounting consultant G. Harvey Long explains 
below to topics readers the development of the system 
and what it’s expected to do. 


Designed to answer many long-standing requests by 
administrators and other hospital personnel for a com- 
mon basis of comparison and understanding within 
their industry, the uniform accounting program en- 
visioned back in 1956 was a long-range one which 
would facilitate and foster the voluntary adoption by 
hospitals throughout California of uniform practices 
in accounting, recording, and reporting. The adoption 
of such practices would, in turn, make possible the 
sound comparison of direct operating costs among the 
participating hospitals. 

The first and most important phase of this ambitious 
program was completed last fall with the publication of 
the California Hospital Association’s Uniform Account- 
ng Manual. This manual, prepared under the direction 
of the CHA’s board of trustees, incorporates those 
definitions and principles for establishing hospital 


Accounting consultant, California Hospital Association. 
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charges which are most widely accepted and under- 
stood within the state; it constitutes a specifically Cali- 
fornia approach to the problems of accounting. The 
accounting system is based upon generally accepted 
accounting principles and is so flexible that the basic 
chart of accounts may easily be contracted or ex- 
panded to suit the needs of the very smallest and very 
largest hospitals of the state. It is a system adaptable 
to both manual and electronic recording methods and is 
as valid for proprietary hospitals as it is for non-profit 
ones. 

Since the publication and distribution of the manual 
last fall, hospitals representing 65 percent of the total 
hospital beds in the 520 general hospitals of California 
have already installed the uniform accounting system 
of accounts, and 62 percent intend to participate in 
the reporting program. Of the hospitals planning to 
report, some 30 percent are proprietary. 

California has long been a national leader in the 
field of hospital accounting. The earliest of the related 
studies dates back to 1934 when a group of accountants 
in southern California made a study of accounting 
uniformity. In 1941 another analysis was made, this 
time in northern California, on “Uniform Reporting of 
Ward Accommodation Costs.” The result of these studies 
was the publication by the American Hospital Associa- 
tion of official bulletin #210, “Hospital Accounting and 
Statistics.” 

Despite these early publications, . little acceptance 
had been given to the theory of uniform accounting in 
California hospitals up to 1944. At that time a bulletin 
was published by the Association of California Hos- 
pitals (the predecessor of the California Hospital Asso- 
ciation) which was requested by association’s board of 
trustees after earlier audit survey revealed a great 
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diversity in methods of recording charitable expenses. 
This bulletin entitled “A Basis of Accounting for Re- 
porting Hospital Costs,” was the official forerunner of the 
present Uniform Accounting Manual. 

The manual was also strongly influenced by the 
handbooks of the American Hospital Association. *In 
fact, the CHA’s Uniform Accounting Committee—which 
was appointed to write the manual—met in 1957 with 
the accounting consultant for the American Hospital 
Association to make certain that the new work would 


be compatible the AHA principles. Such differences that. 


did result were dependent upon the fact that specific 
problems were encountered by California hospitals and 
these are recognized in the CHA Uniform Accounting 
Manual. 


Nine Objectives 

The manual is designed to achieve nine specific ob- 
jectives: 

1. First and foremost, to facilitate the adoption by 
member hospitals of uniform accounting practices. 

2. To facilitate the accurate comparison of costs be- 
tween and among hospitals and to enchance the validity 
of management conclusions drawn from such compari- 
sons. (In the past it has been impossible to draw valid 
conclusions from cost comparisons because of non- 
uniform recording of costs in the account being com- 
pared.) 

3. To provide accounting and statistical information 
not previously available in so logical a manner and 
sequence that the information will not only be useful 
to professional accountants but will also be easily un- 
derstood and used by non-professional accountants and 
bookkeepers. 

4. To present a uniform chart of accounts of func- 
tional and natural classifications, based upon fund ac- 
counting and utilizing the accrual method of recording 
income and expense. (The accrual method is considered 
essential for purposes of effective management.) 

5. To provide a simplified and uniform method of 
numbering the primary and secondary accounts. (This 
numbering system is to be used by member hospitals 
that participate in comparative reporting, and is suitable 
for hospitals of various sizes and types.) 

6. To form a basis for clearer interpretation and 
application of the “Guiding Principles for Hospitals” 
which have been adopted by hospitals of southern 
California and are currently under consideration by 
hospital conferences throughout the rest of the state. 

7. To illustrate uniform reporting forms (for the 
comparative-reporting phase of the program) which 
are universal enough to permit duplication for report- 
ing to Hospital Service of Southern California (Blue 
Cross), government agencies, and other third-party 
sponsors—thus reducing the number of separate re- 
ports to be submitted. 

8. To present suggested forms for other hospital 
reports; for example, balance sheet, statement of in- 
come and expense, condensed statement of changes in 
fund balances, and other detailed reporting forms. 


*Handbook on Accounting, Statistics and Business Office Procedures, 
1950; Uniform Chart of Accounts and Definitions for Hospitals, 1959. 


9. Finally, to provide a basis for the addition, 
accounting aids which will be developed under CHA, 
direction. 

Composed of 26 active members, the Uniform Ap. 
counting Committee that drew up the manual repre. 
sented accounting and administrative leadership fron 
hospitals of various types and sizes throughout the 
state. Included were three hospital administrators, one 
hospital conference executive secretary, and eight certi. 
fied public accountants, along with assistant adminis. 
trators, comptrollers, and business managers. 

From early 1957 until the completion of the manu 
this committee met to discuss problems of defining, re. 
cording, and reporting direct revenue and expense. In 
a few instances disagreements were strong and com- 
premises had to be reached. In general, however, the 
committee members found that after sufficient exami. 
nation of the facts they reached almost unanimov 
agreement on how problems should be handled. 


The Manual in More Detail 

The Uniform Accounting Manual represents a de- 
parture from the customary manual format in severa 
respects. It is loose-leaf to facilitate insertion of the 
additional and revised pages which CHA will distribute 
from time to time. It is indexed by means of a para- 
graph-number system which will not be affected by 
the additions and revisions. It contains a glossary of 
statistical and accounting terminology of considerable 
ready-reference value—although the specific defini- 
tions presented will doubtless also require revision to 
conform with concepts as the industry progresses. 

The California Hospital Association’s accounting sys- 
tem embodies the principle of “responsibility account- 
ing.” This principle assumes that the authority to ini- 
tiate expenditures carries with it a responsibility to 
account for them in terms of operating results. Ac- 
cordingly, the revenue and expense accounts are sep- 
arated, insofar as possible, by departmental function. 
This method of recording permits the matching of 
revenues and expenses of one department with those 
of another. Thus, the net operating results may be 
examined in terms of the comparative efficiency of the 
departmental authorities. 

Fund accounting, which is strongly recommended 
throughout the manual, is considered essential to the 
principle of responsibility accounting inasmuch as 
it assures a better control over, and separation of, 
cash; adequate distribution of depreciation charges; 
control over endowment funds and plant assets; and 
so on. 

To assist hospital personnel in determining to what 
department an item should be charged, a 24-page al- 
phabetical checklist of supplies and equipment is in- 
cluded in the manual. In this checklist are to be found 
most, if not all, of the items which have to be charged 
from day to day. In a few cases the decision to charge 
one department rather than another may seem arbitrary, 
but in such instances the choice has been made in the 
interest of uniformity. A second checklist sets forth a 
series of criteria for charging major equipment costs— 


(Continued on page 58) 
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original acquisitions, ordinary repairs, major replace- 
ments, betterments, and reinstallations. 

Also included in the manual is a substantial section 
on hospital statistics and terminology. A properly plan- 
ned system of statistics provides a measure of a hospi- 
tal’s productivity and effectiveness. Uniform recording 
of statistics by hospitals will make more meaningful 
the comparison by one hospital of its experience with 
others. (Uniformity in accumulation of statistical data 
will also be helpful in applying cost-finding procedures, 
which are to be developed in a later phase of the CHA 
accounting project.) 

An entire chapter is devoted to the reporting forms 
and instructions regarding their use. These forms in- 
clude the 12-page CHA-HSSC “Hospital Financial Re- 
port,” which will be completed semi-annually by the 
hospitals electing to varticipate in the reporting phase 
of the uniform accounting program. The information re- 
quired in the report will be readily obtainable from the 
hospital’s statistical and financial records, maintained in 
accordance with the Uniform Accounting Manual. The 
information received from the completed hospital finan- 
cial reports will then be assembled and the results will 
be distributed in the form of comparative reports to 
participating hospitals. The first of these reports will 
cover the six-month period ending June 30, and will 
present information under three source classifications: 
(1) geographical—by hospital conference area; (2) size 
—by number of beds; and (3) type of ownership. Names 
of the participating hospitals will not be disclosed on 
the reports of participating hospitals, but each hospital 
will be identified by an assigned code number. 

The “Hospital Financial Report” in the manual has 
been endorsed by Hospital Service of Southern Califor- 
nia as well as by the California Hospital Association. 
HSSC (Blue Cross) assisted in the preparation of the 
report and will henceforth use it to compute the semi- 
annual settlement of claims submitted by member hos- 
pitals. The present report will supercede all previous 
HSSC reporting forms. This means that the CHA, hos- 
pitals that subscribe to HSSC will prepare their reports 
in duplicate and be spared the necessity of making sep- 
arate reports. 


Response 


Following the publication of the manual, CHA held a 
series of one-day institutes at strategic locations 
throughout the state. These institutes were geared to 
acquaint administrators, trustees, accountants, and 
other responsible persons with CHA accounting prin- 
ciples and practices, and attracted over 500 registrants. 
It is interesting to note that these registrants included 
people outside the hospital field, many of whom have 
purchased the manual and are finding it useful in var- 
ious types of business enterprises. 

Since the institutes, interest in the uniform accounting 
program has continued to mount within the hospitals. A 
recent survey, designed to determine the extent of in- 
terest, resulted in a response by hospitals representing 
75 percent of the total hospital beds in California’s gen- 
eral hospitals. This positive response on the part of hos- 
pitals has, of course, been very gratifying to the CHA 


and proves that the hospitals are recognizing the impy,. 
tance of a program which will not only provide adequa, 
accounting and cost procedures but should ultimate 
result in decreased cost to patients for hospital care, 


For the Future 


With all the emphasis on uniformity in accountin, 
procedures it should be pointed out that there is no ip. 
tention on the part of CHA to establish uniformity , 
costs among hospitals. On the contrary, there are a hog 
of reasons why costs (as well as physical plant, metho} 
of operation, and types of service) may and should diffe, 
from one hospital to another. But knowledge of the ex. 
tent to which costs incurred by one hospital differ from 
those of another can serve as a valuable guide to map. 
agement and can enable each hospital administrator ty 
evaluate the effectiveness of his own policies and 
methods of operation. The Uniform Accounting Manu! 
can be viewed, then, as that important foundation upo 
which can be erected a sounder and more equitable sys- 
tem of rates, based upon the needs of the hospital and 
the type of service rendered. 

In connection with its uniform accounting program, 
the current project of the CHA is the preparation of z 
cost-finding manual. This new manual, now bein 
prepared, will present a system of uniform meth- 
ods of allocating indirect costs. Like the Uniform 
Accounting Manual, the cost-finding manual will be 
adaptable for use by hospitals of all sizes and types. 
It is believed that cost-finding methods can be kept 
simple and at the same time very effective. Efficient 
cost-finding procedures can lead to more effective oper- 
ation, sounder fiscal conditions, and greater public con- 
fidence in hospitals and their costs. 

The matter of public confidence is important and de- 
serves the most careful consideration. Everywhere, peo- 
ple are becoming concerned about the mounting costs of 
hospital care. Admittedly, there has been insufficient at- 
tention on the part of critics to the factors determining 
these increased costs—the advances of twentieth-cen- 
tury medicine, the greater number of patients seeking 
care, the cost of specialized equipment and drugs, the 
vastly improved technics and general standards, the nec- 
essity for better-trained personnel. Although these fac- 
tors are well understood by those within the hospital 
field, they may be difficult to grasp by the average lay- 
man, who remains skeptical. 

The hospital industry faces a very profound challenge 
in the months and years ahead. It must be remembered 
that the United States is the last major country where 
voluntary hospital systems and voluntary payments—0 
prepayments—still provide the great majority of health 
care to the population. The indications are that controls 
of some sort are in the offing for California hospitals 
within the next few years. We of the California Hospital 
Association believe that superimposed regulation could 
endanger the quantity, and even the quality, of hospital 
services. The best answer to advocates of governmental 
control is an alternate system of voluntary control which 
will adequately demonstrate our devotion to the prit- 
ciple of financial integrity and a policy of fair and equi- 
table rates. 
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Q. How is a hospital’s accreditation status affected 
by admissions of patients for dental surgery? 


A. The Joint Commission on Accreditation of Hospi- 
tals has a ruling that in every case an inpatient must be 
under the direct supervision of a licensed physician and 
surgeon. This is taken care of by its suggested model 
medical staff bylaws, rules, and regulations for hospi- 
tals, in which it is stated that: “The applicant for mem- 
bership on the medical staff shall be legally licensed to 
practice medicine and surgery in the State of----- . 
Such persons include practitioners of all specialties be- 
cause specialists are first licensed as physicians. 

However, dental surgeons who are not also M.D.’s are 
not included in the definition. In an accredited hospital, 
a patient admitted for dental surgery by a dental sur- 
geon who is not also an M.D. must have a physician on 
the case as well. In New York City, Associated Hospital 
Service, the largest Blue Cross plan in the country with 
1,200,000 members, will not reimburse the cost of hos- 
pitalization for dental surgery unless the dental surgeon 
isan M.D. or an M.D. is on the case. 

The Joint Commission reasons that “a dental surgeon, 
if he does not have an M.D. degree, is not capable of 
treating systemic disease of the body or recognizing it. 
He is a specialist in his limited field of the mouth and 
jaws. He is a necessary part of a good hospital’s arma- 
mentarium, but at the same time the Joint Commission 
recognizes that he is not totally sufficient. We look on 
dental patients as a dual responsibility, the dentist able 
to take care of his limited field and the physician on the 


tase responsible for the medical aspects of the dental 
case.” 


The commission points out further that “a dentist 
cannot sign a death certificate, and a hospital and its 
medical staff might be cited as being negligent if it did 
not have medical supervision on the case as well as 
dental. When there are dentists on hospital staffs we 
ask that the hospital, in writing its bylaws, write them 
as ‘medical and dental staff bylaws,’ defining the status 
of the dentist wherever it is pertinent. If they do not 
desire to do this then we require them to write separate 
dental bylaws.” 

Finally, the commission observes, “The Joint Com- 
mission feels that qualified dentists are essential in the 
modern hospital’s comprehensive care of patients. We 
welcome their position on the staff. If a hospital desires 
to include dentists in its bylaws then all it has to do is 
to change our so-called basic membership qualifications 
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Consultant's Corner 


By John G. Steinle 


...to read, ‘The applicant for membership on the 
medical and dental staff shall be legally licensed to prac- 
tice medicine and surgery in the State of ----, or be 
legally licensed to practice dentistry in the State of 


Q. What do hospitals do in general regarding discharg- 
ing patients? Does the patient leave the floor by him- 
self, is he escorted to the business office only, or es- 
corted to an outside door or vehicle? 


A. In a survey of approximately 100 hospitals located 
on the East coast, we found that in only one hospital 
is a patient permitted to leave a floor by himself, and 
then only in very unusual circumstances. In 32 hospitals 
the policy was to escort the patient to the business office 
only if relatives, friends, or others were able to take the 
patient outside the hospital and to his vehicle. If the pa- 
tient required assistance the rest of the way, in all in- 
stances the hospital stated that it would help him to the 
vehicle. In only four instances was the policy to escort 
the patient to the outside door. In 64 instances the policy 
of the hospital was to escort the patient to his vehicle or 
transportation. However, in some instances it was stated 


that relatives could claim and take the patient in the 
lobby. 


Q. How much of a population is normally required to 
support a cobalt-treatment unit? 


A. We attempted to obtain information on the solution 
of this problem in two ways: 

1. By responses to inquiries from some 50 authori- 
ties in radiographic treatment. 

2. By relating the incidence of types of cases which 
according to the authorities could benefit by cobalt 
treatment, to the incidences of disease in the population, 
considering the length of time required per treatment. 

The response to the questionnaire and the computa- 
tions based on morbidity resulted in an approximate 
need of one unit and service per 300,000 population. 
I should emphasize that a statistical approach to a prob- 
lem of this kind must be made with a great deal of 
caution. The technical competence and reputation of the 
radiologist cannot be ignored in determining the feasi- 
bility of establishing a cobalt unit. The area to be 
served by the radiographic-treatment service might not 
be identical with the area served for other purposes of 
the hospital. 
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ORDINANCE NOT ARBITRARY 


A reader asks: “Is a city zoning ordinance enforce- 
able that permits hospitals in a restricted area but 
prohibits physicians and surgeons from having offices 
in that area?” 

A higher court held: yes. 

For example, in The City of Champaign v. Dr. Rose- 
man, 155 N. E. (2d) 34, a city ordinance was litigated 
which permits hospitals, clinics, and nursing homes 
in a restricted area, but prohibits the operation of a 
physician’s and surgeon’s office. 

Dr. Roseman purchased a home in this area; the 
building was altered to provide office space on the first 
floor and he set up his physician’s and surgeon’s 
office there. In subsequent litigation, the higher court 
held the ordinance valid, and prohibited Dr. Roseman 
from maintaining his office. This court said: 

Defendant [Dr. Roseman] urges that a physi- 
cian’s and surgeon’s office is no more detrimental 
to public health, safety, or welfare than the per- 
mitted uses under the ordinance. His particular 
target is the provision permitting ‘hospitals and 
clinics’ used for the diagnosis and treatment of 
human ills, while denying him the use of his prop- 
erty for the same purpose. We think the difference 
is apparent.” 

This court went on to explain that hospitals, whether 
privately or publicly owned, are ins/itutions operated 
largely for the benefit of the community by the care 
and treatment of bed patients. They are normally so 
located that immediate emergency treatment is avail- 
able to the public, and in residential sectors which are 
quiet. In contrast, doctors’ offices are individually 
owned and operated and, while profit is not the sole 
motive, it is a substantial factor. 

The court said further that if doctors’ offices must 
be allowed in residential areas where hospitals are 
permitted, it would follow that dentists and persons 
of all other professions and occupations would have 
just complaint if they too are not given the same 
privilege. The result might well be an office in every 
residential block, with a breakdown of zoning laws. 

For comparison, see Humphrey v. City of Evanston, 
131 N. E. (2d) 70. Here it was shown that a city en- 
acted an ordinance which made it unlawful for any 
company or individual to sell, dispense, or distribute, 
at wholesale or retail, goods, wares, or merchandise of 
any kind on Sunday. However, the ordinance con- 
tained another clause to the effect that drugs or medi- 
cine, milk, ice cream, ice, gasoline and lubricating oil 


Review of Hospital Lawsuits 


By Leo T. Parker, Attorney at Law 


could be sold on Sunday “when necessary” to me 
emergency needs. 
A dealer appealed to the higher court, contendin 
that the ordinance was invalid because it discriminate 
by allowing some kinds of businesses to stay open m 
Sunday, whereas other dealers were prohibited fron 
doing business. Notwithstanding this argument, th 
higher court held the ordinance valid, and said: 
“While the plaintiffs [dealers] contend that the 
ordinance is discriminatory, they nowhere suggest 
that any of the exceptions do not relate to the 
health, safety, morals, or general welfare of the 
people of Evanston. Municipalities may classify 
trades, callings, occupations, and businesses for leg- 
islative purposes, the only requirement being that 
the classification rest on a reasonable basis and the 
legislation apply to all members of the same class.” 


LAW OF MALPRACTICE 


“It is definitely settled that a patient cannot recover 
damages from his doctor for malpractice, either in 
diagnosis, or treatment, unless he proves by a doctor of 
the same school of practice: (1) that the diagnosis or 
treatment complained of was such as to constitute negli- 
gence and (2) that it was a proximate cause of the 
patient’s injuries.” 

For illustration, in Amerine v. Hunter, 335 S. W. (2d) 
643, the testimony showed that a doctor and surgem 
named Hunter told a woman patient named Amerine 
that a growth in her right armpit was a simple tumor 
He advised her that it should be surgically removed 
and that this would be a simple matter and could bk 
performed in his office. 

Amerine later sued Hunter for heavy damages and 
testified that the operation was performed by Hunter it 
his office and that he negligently cut and severed the 
right radial nerve and partially severed the right 
median and right ulnar nerves, with the result that 
she had lost the use of her right hand and arm and was 
unable to perform her usual work as a cashier ane 
waitress. 

During the trial Hunter testified that he diagnosed 
the tumor in Amerine’s right armpit as an enlarged 
lymph node about the size of an English walnut and that 
he advised her she should have the same surgically 
removed. He also testified that he told Amerine tha 
the tumor could be removed in the minor operatifé 
room in his office. Hunter testified further that he firs 


learned the tumor was something other than lymph 


(Continued on page 64) 
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Zephiran is now available in a convenient aerosol 
spray for fast, even application. It is useful in surgical 
and gynecologic practice as well as in general prac- 
tice for disinfection of skin and as a first-aid measure 
in abrasions and lacerations. This spray assures 
quick over-all disinfection with Zephiran, long known 
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for its thoroughness and safety of action. 


TLPHIRAN 
OF SENZALKONIUM, AS CHLORIDE, REFINED), TRADEMARK REG. PAT. OFF. 
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PHIRAN SPRAY 


Available: 4 on Chloride Spray, Tinted Tincture 
1:750. Each aerosol plastic bottle contains zz cc. 


. OZ.) 
Note: Zephiran Chloride Aqueous Solution i is still 
available for use on widely denuded tissue surfaces, 
and on mucous membranes or areas near mucosa. 


(| Jthovop LABORATORIES New York 18, N. Y. 


For further information see postcard opposite page 142. 63 
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New penn PEDIATRIC 
TRACHEA TUBES 


Penn Pediatric Trachea Tubes are designed for 
infants and chiidren. Their shorter length and 
sharper angle make them anatomically correct 
for this age group. Available in four sizes: 00, 
0, 1, 2, in sterling silver. Supplied with obdurators 
as are all Dittmar-Penn Tubes. 


This addition to the wide variety of Jackson 
Regular, Jackson Short, Luer and Laryngectomy 
Tubes assures you one complete source for 
stcindardization. Prompt service on emergency 
requirements. Repair service also available. 


Get your copy of the handy Dittmar-Penn chart 
giving all lengths and openings. Simplifies order- 
ing correct tubes for all purposes. Sent on request. 


Dittmar-Penn Tubes are guaranteed, uncondition- 
ally, and are available through reputable 
surgical supply dealers. 


KRON GALL DUCT DILATOR 
and IRRIGATING PROBE 


Designed by SAMUEL D. KRON, M.D. 
Einstein Medical Center, Philadelphia, Pa. 


This instrument combines in one step the dilating 
function of the Bakes dilator and the irrigating 
maneuver of a rubber catheter. 


The instrument consists of a malleable silver cannula 
with an olive dilator at one end and a lock attach- 
ment at the other. In practice, the olive tip is passed 
through the duct into the duodenum; an irrigating 
stream is then introduced by a syringe attached 
to the lock end. 


Set of 3 sizes with tips of 4, 6 and 8 mm. Overall 
length of instrument is 10% in. 


LAWSUITS 
(Continued from page 62) 


mn 
node when the tumor itself was exposed in the prog ‘ 
of the operation and that he then knew it was a tum® 
involving a nerve trunk; and that he called fo faterials 
second nurse before proceeding with dissection. He gimwith facili 
that when he discovered the nerves were involved \mppecific SP 
talked to Amerine and told her this was a large tungmumed be 
within a nerve trunk and the nerve was the one ty Unauth’ 
went to her wrist; that it wasn’t possible to remoye #acilities 
without cutting or injuring some of the fibers and j must pe” 
was removed entirely it would leave her with sopjpvays be 
weakness of her wrist for a long time. Amerine sqjj {gor moistu 
“Go ahead, I want it out.” Contro 


The higher court refused to hold Hunter liable :ipsbility f 
damages to Amerine because no doctors testified 
in their opinion Hunter was negligent in performing ty vable in 


operation. The court said: assigned 
“The mere fact that appellant [Amerine] suffer definite 
injuries as a result of the operation standing alge!’ 
would not entitle her to recover damages.” handle ' 
Also, this higher court held that although Hunter jj} Purch 
promise: Amerine that she would suffer no permanex§ licate, ¥ 
disability from the operation and that she would be atk a4 0M! 
to return to work within a week thereafter it provd§ {4 " 
only that Hunter did not correctly diagnose the cae § &" 
and without proof of negligence in making the diagnosis § '° S!™ 
Hunter must be held not liable in damages to Amerine ao. 
cate, 
PACKER IS RESPONSIBLE FOR DISEAS Py 
An official of a hospital corporation has asked: “We = 
have had some controversy over the correct answer to wet 
this legal question: can a processor of food products be pa 
held responsible for hospital expense incurred by é ‘ 
consumer of its food products who contracted trichino- As 
sis?” and 
According to a late higher court decision, the answe ae 
is yes. 
For instance, in Niemann v. Grand Central, 337 Pac dud 
(2d) 424, Niemann sued a packer for heavy damages Th 
including hospital expenses, for illness resulting from was 
trichinosis which he allegedly contracted from beef sold esi 
by the packer. During the trial Niemann proved thé Pie 
the packer used the same grinder for beef and port. fact 
the beef sometimes being ground after preparation 0 A 
sausage, and that an ounce of sausage could contain me 
100,000 trichinae larvae or 500 times the amount net- os 
essary to produce a most severe case of illness. The din 
testimony further showed that persons who did not el ! 
the ground beef did not become ill. me 
In view of this testimony, the higher court held the ‘ne 
packer liable to Niemann, who had eaten the beef ra¥ | 
The court stated that the packer was negligent because ch 
he failed to properly clean the grinder after pork ha fo 
been ground, allowing particles to remain and become pe 
mixed with the beef ground subsequently. The cou" # 
said: 


“The law imposes upon a person or corporatio > 
that sells food for human consumption a duty tof 
to it that it is not adulterated. If ground beef contal™ 
sausage with trichinae it is an adulterated food.” 
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Forms Recommended 


Good Materials Control 

alled for (terials control starts with an adequate receiving area 
ion. He eifith facilities for checking, counting, and weighing. A 
involved ipecific spot should be reserved for material to be re- 
arge tunggeumed because of damage or error in shipping. 

1e one th Unauthorized personnel must be excluded. Storage 
) remove macilities should be orderly and well-labeled. Aisles 
rs and jf gmust permit passage of carts. Safety factors must al- 
with a ways be considered, as well as effects of heat, light, 
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yrmoisture on materials stored. 

Control demands that one person hold full respon- 
ibility for all buying. Departmental purchasing leads 
to overlapping and overstocking. A secretary is inval- 
yable in maintaining centralized control. She should be 
assigned full-time to the job if at all possible; if not, a 
definite schedule of hours should be maintained. The 
receiving clerk must be reasonably well educated to 
handle the job well. ; 

Purchase order forms, at minimum, must be in trip- 
licate, with one copy for the vendor, one for accounting, 
and one for the purchasing department. A fourth copy 
for a receiving record is extremely helpful in controlling 
erroneous shipments. We send two copies to receiving 
tosimplify keeping track of partial shipments. 

Storeroom requisitions should be made up in dupli- 
cate, and the duplicate kept for one year or until the 
next physical inventory. Requisitions which must be 
filled out entirely in longhand have obvious disadvan- 
tages, not only in ease of orderfilling but in keeping 
quantity and cost records. A preprinted form for each 
major department should list alphabetically all items 
used once a week or oftener. 

A special form to requisition outside labor, rentals, 
and other special purchases helps control and allocate 
costs. A merchandise return form for items returned 
for credit or sent out on loan or for repair must in- 
clude space for the signa.ure of the agent picking up. 

The purchasing department should keep a record on 
warranties for all equipment. This single file has cut our 
repair costs considerably. Bin card records are unnec- 
essary if a perpetual inventory is kept, but are satis- 
factory for small and seldom-used items. 

A perpetual inventory consists of a set of two cards 
for each item. One is used in the storeroom for post- 
ing. It records when, where, and why the item was pur- 
chased and issued, as well as quantities. 

A stock catalog showing stock numbers, unit require- 
ments, etc., for the use of all departments is an impor- 
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ant tool of the purchasing department. 

Sheets for use in making a physical inventory—which 
should be done annually—are the final forms required 
for adequate materials control. Items which do not bal- 
ance With the records after duplicate requisitions are 
rechecked should be tagged for frequent spotchecking. 
The purchasing department is responsible for inform- 
ing the accounting department of the value shown by 
the physical inventory.—Walter C. Engel, purchasing 
agent, Oakwood Hospital, Dearborn, Mich. 
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4 AVOID 
ora CROSS INFECTION 


Economize with the finest! SrERIPHANE offers 
you the lasting economy of fine equipment, 
re-used over and over again. The STERIPHANE 
TECHNIQUE is the only complete sterilizing 
system available; it is used to process more 
needies and syringes than all other methods 
combined! Needles and syringes are kept sterile 
for six months or longer. The needle dispenser 
provides compact handling and accurate con- 
trol. Syringe baskets protect syringes and insure 
easy selection of the proper size. STERIPHANE 
protects patients and staff while saving time, 
material, and storage space. 


7 Free trial and 
consultation available 


steri/”. 


CORPORATION OF AMERICA 
84 FIFTH AVENUE * NEW YORK 11, NEW YORK 


SUCTION PRESSURE 


POWERFUL ROTARY PIIMP ON MOBILE STAND 


“WHIRLWIND” 
COMPLETE 
AS SHOWN 


Not a cheap, dia- 
phragm -type pump, 
but a genuine 4- 
blade rotary. Power- 
ful as a giant, quiet 
as a whisper. Ideal 
for floor duty as a 
continuous service 
aspirator. Suction to 
27”. Pressure, 25 
Ibs. per sq. in. 
Standard equipment 
includes gauges, 
regulators, automatic 
oiler, muffler, filter, 
liquid trap, suction 
tube, cord and 
switch. Mounted on 
metal stand with 
drawer, stainless top 
ard shelf with | 
gallon bottle with 
metal, separable fit- 
tings. 


¥ 
GUARANTEE. 
Available Exclusively 
at 


WOCHER’'S 
COMPLETE HOSPITAL SUPPLY 
609 COLLEGE ST., CINCINNATI 2, OHIO 
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By David H. Tarlow, C.P.A. 


Q. Our hospital is a member of the local community 
chest. Each year we are required to submit a budget for 
the ensuing year no later than three months before the 
close of the current year. We seem to be able to negoti- 
ate our differences with respect to expenses, but con- 
sistently run into problems when projected income is 
discussed. Can you give us any assistance in budgetary 
planning for anticipated income? 

A. We assume that you are interested in the two broad 
classifications of income: first, earnings from services 
rendered to, or for the account of, patients; and second, 
supplementary income. With respect to earnings from 
services, the following procedures may be used: 

(a) Based on past experience, use the anticipated per- 
centage of occupancy and multiply the number of days 
of patient care by the average per diem earnings from 
all sources for which no rate change is contemplated. 

(b) Segregate the anticipated number of patient days 
according to status, i.e.: 

Private 

Semiprivate 

Ward—private 

Ward—service 
and multiply by the average earnings for board and 
routine care. 

In the next grouping, list the number of units of serv- 


ice you expect to give in the ancillary service depart- 
ments, i.e.: 


Operating room 

Delivery room 

X-ray 

Laboratory and other departments, 
and multiply by the average unit of service you expect 
to render in the ensuing period. 

If you have a clinic and emergency room, compute the 
anticipated revenue by number of visits and treatments. 

In each of the foregoing computations, an allowance 
should be made for anticipated bad debts, adjustments, 
and special rates granted to clergy, employees, and any 
other groups. 

If you use the procedure outlined under section (b) 
it would appear that any deviation from the budgetary 
projection could be readily explained. A comparison of 
the statistical units of service rendered with the units 
used for budgetary preparation would support any claim 
for adjustment. In our opinion, budgeted income, when 
supported by statistical data, offers the best guide to 
management. 


With respect to supplementary income, we would sug- 


Hospital Accounting 
and Statistical Problems 


gest that the investments held, whether temporary » 
permanent, be classified as to type, i.e.: 

Common stock 

Preferred stock 

Bonds 

Mortgages 

Income-producing real property 

Notes and loans receivable 

The past year’s earnings may be used as a guide |! 
projected income from these sources is segregated in the 
manner listed above, any differences could be demon. 
strated to the agency with adequate explanations. 

The anticipated income from all other sources, such « 
donations or gifts in kind, should be predicated on pas 
experience and so noted in your letter of transmittal. 


Q. You are undoubtedly aware of the enormow 
amount of detail which is posted to the patient account 
card for services rendered—board and routine car, 
operating room, x-ray, laboratory, and so on. Has any- 
one reported a successful application of a flat per-diem 
rate for all hospital services? This would effect a tre- 
mendous time saving in the patients’ accounts’ division, 
and we would still have the statistical data available for 
cost determination. 

A. There may be many hospitals using this system 
but we have known of only one—the 522-bed Mai- 
monides Hospital of Brooklyn—which has reported é 
satisfactory application of this principle. This is a teach- 
ing hospital which has a large amount of service work 
covered by a per-diem welfare payment. In addition 
Blue Cross, Workmens’ Compensation, and other third- 
party payments comprise a substantial portion of the 
remaining income. In total, it is estimated that 90 per 
cent of the patient load pay for its services on a flat rate 
through third parties, and the remaining 10 percent pay 
personally for services. Administration is of the opinion 
that the demand for unnecessary services for this it 
percent segment can be adequately controlled, an 
that the advantages far outweigh the problems incurred 
in the flat rate agreed upon with patients. As for re- 
ommending one system against another, it would appeé! 
that each hospital should first determine the percett- 
age of patients whose bills are covered by a flat rat 
before making a decision. In those areas where Blue 
Cross pays on an indemnity basis (that is, a fixed sul 
as an allowance towards board and routine care a 
specific payments for ancillary services) this system of 
course would not be practical. 
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AUTOCLAVED? 


YOU CAN BE SURE! 


There is no doubt when you seal bundles and con- 
tainers with “SCOTCH” Brand Autoclave Tape No. 
222. Dark lines appear on the tape only after exposure 
to correct levels of heat and moisture in an autoclave. 
Any other heat and/or moisture exposure cannot ac- 
tivate the tape. “SCOTCH” Autoclave Tape holds fast 
before, during and after autoclaving ... applies easily 
... Sticks at a touch to paper, cloth, glass, metal... 
leaves no residue. “SCOTCH” Autoclave Tape is faster 
to use than pins, string, cotton plugs, and may be 
easily marked with pen, pencil or typewriter. 
New! For gas sterilizers! 
Now, secure sealing and positive identification of gas 


sterilized bundles are made possible with new 
“SCOTCH”Brand Ethylene Oxide Sterilizer Tape No. 
224. This tape offers the same assurance of proper 
exposure that “SCOTCH” Brand Tape No. 222 does 
in steam autoclaves. For complete details, contact 
your surgical supply dealer, or write 3M Company, 
St. Paul 6, Minnesota. 

(Note: Each of these tapes is designed for a spe- 
cific purpose. The Autoclave Tape will not function 
in a gas sterilizer; nor will the Ethylene Oxide Tape 
function in a steam autoclave. Nothing on the outside 
of an autoclaved or gas-sterilized item, of course, can 
guarantee sterility of contents.) 


“SCOTCH” BRAND HOSPITAL AUTOCLAVE TAPE NO. 222 


COTCH” is a registered trademark of 3M Co. 


©3M Co., 1961 


MINNESOTA MINING AND MANUFACTURING COMPANY 
... WHERE RESEARCH !S THE KEY TO TOMORROW : 
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Catalog or write to AUSTENAL COMPANY. 


ViTALLIUM appliances are clinically inert and non-electrolyt: “hus 
offering optimum tissue compatibility. With over 9 miilion 


“Surgical implants in use, not a single case of corrosion has be 18 


ported in the literature. For yourassurance of superiorquality, ; 
VITALLIUM Whenever hip prostheses, internal fixation devi 5 
other appiiances are required. 25 years of dependable perfor ce 
and patient satisfaction will refiec: the wisdom of yourchoice 
For further intormation. about VITALLIUM, consult your A: 


mo 
un 
lic 
He 
in corresion-resistaat 
a 
eurpicatelicys PRODUCTS 224 East 39th Street. New ¥ 


Professional Audit, Legislative Outlook 


Highlight Sessions at APhA National Meeting 


Nearly double the present number 
of hospital pharmacists will be need- 
ed in the 1970’s with the pressures 
of increasing population, higher 
longevity, and greater utilization of 
hospital facilities for inpatient and 
out-patient treatment, according to 
astudy of hospital pharmacy serv- 
ices and manpower needs presented 
during the 108th annual meeting of 
the Americar. Pharmaceutical Asso- 
ciation and the 18th annual meet- 
ing of the American Society of Hos- 
pital Pharmacists in Chicago. 

More than 10,000 pharmacists, of 
which 8,679 would be full-time and 
1770 part-time, are expected to be 
in hospital service by 1975. The pres- 
ent ratio of men to women is 2-1. 
More than half the women are mem- 
bers of religious orders, usually 
Sister pharmacists in the Catholic 
hospitals. More women than men 
Practice on a part-time basis, and 
more women serve as staff phar- 
Macists rather than chief pharma- 
cists. 

These were among the statistics 
given in the study made in 1957 
under a greant from the U. S. Pub- 
lic Health Service to the Division of 
Hospital Pharmacy of the APhA and 
the American Society of Hospital 
Pharmacists. The project was con- 
ducted at University Hospital in Ann 
Arbor, Mich., under the direction of 
Don E. Francke, director of phar- 
Macy services. Some facets of the 
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study are being reevaluated, and 
the final report is expected to be 
published later this year. 

Recommendations of the survey 
ask for greater emphasis on the edu- 
cation and training of hospital phar- 
macists, particularly in the areas 
that will equip students better for 
providing high standards of profes- 
sional service to hospitals—to its 
medical and allied staffs and to 
patients. 

In the realm of economics, the 
study revealed that hospital phar- 
macists throughout the nation fill 
more than 164 million prescriptions 
annually, amounting to $321 million 
in drugs, based on data compiled in 
1956. In addition, over 80 million 
orders for drugs to be administered 
to patients are dispensed to clinic 


and nursing units in hospitals. In dol- 
lar value, this is more than 27 per- 
cent of all prescription drugs pro- 
duced in the U. S. This figure has 
increased sharply over the past sev- 
eral decades. In 1929, less than 5 
percent of all prescriptions were dis- 
pensed in hospitals. 

“Predictions are that the volume 
of drugs dispensed through hospitals 
will continue to rise steadily with 
the population increase and the in- 
troduction of more specific and po- 
tent drugs,’ Mr. Francke reported. 
“About 15.5 percent of the hospital’s 
commodity budget is spent on phar- 
maceuticals; this is equivalent to 
about 5.32 percent of the total ex- 
penses of hospitals.” 

Information from the study that 
will be revealed upon publication 


Data on workloads 
(Figures based on 1,853 hospitals with pharmacists reporting number of 
inpatient Rx’s and other drug orders) 


Short-Term Rx’s 
Hospitals 

Under 50 beds 10 
50-99 43 
100-199 70 
200-299 86 
300-399 84 
400-499 78 
500 and over 54 
Long Term 15 


Other Orders Combined 
Workload 

9 19 

17 62 

25 95 

30 116 

39 123 

29 107 

39 93 

28 43 


Average dispensing time is 4 minutes. There were 1.3 pharmacists per 100- 


199 beds. 
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will deal with: scope of pharmaceu- 
tical services; dispensing to inpa- 
tients and outpatients; inspection of 
drugs; manufacturing and bulk com- 
pounding; control procedures; teach- 
ing activities; investigations and spe- 


grees in the following; supplying 
drug stocks to nursing units; inpa- 
tient prescription services; pre- 
scription services; prescription com- 
pounding; supplying departmental 
drug needs; operating a formulary; 


tient and inpatient dispensing fagj 
ties, but these facilities 
in the larger hospitals. 
Over 40 percent of the hospity 
sampled do some manulacturing |; 


are Separail 


ment of pt 
of public h 


He desc 


resentativ 
ciation of 


returns from 516 short-term hog). American 
cial studies; and relationship with supplying drug information; manu- tals, three out of four do some many, discussion 
medical and nursing staffs. facturing bulk compounds; teaching facturing of products not comme. problems. 
Other areas include: administra- programs; product development and cially available. Pharmacies are oy. continue. 
tive responsibilities; business rec- research; preparation of sterile solu- pected to do it, the report poinig[ He not 
ords; purchasing and _ secondary tions. out. Only a relatively small recognizi 
responsibilities; expenditures, and One-half of the hospitals sam- manufacture sterile solutions, ay MM that pre 
pharmacy workloads. (See table). pled provided outpatient service. the role of the pharmacy in this 1p. J professio 
The growing trend to complexity More than 60 percent of the short- spect is poor contrasting with cep. & that “ad 
of services with the increase in bed- term hospitals did this in the over tral sterile supply. prescrip’ 
size of hospitals was evident in a 100-bed size, and the volume in- The range in savings from many. § medical 
part of the study. The pharmacy de- creases with the size of the hospi- facturing was reported to be fron § sions is 
partment is involved in varying de- tals. Most hospitals combine outpa- $2,500 in hospital bed sizes of from § industry 
100-199; to $12,000 annually in hog. § ‘retail’ 
pitals over 500 beds. emphas 
There is ample opportunity fo; 
teaching in the field, the study en- 
phasized. Four hundred of the hos. 
pitals reporting said that teaching 
programs are in progress. Fifty per- 
cent were involved in teaching stu- 
dent nurses and graduate nurse 
seven percent had inservice pr- § For F 
grams for the pharmacy staff; five J pactil. 
percent were teaching medical stu- 9 Labor 
dents and four percent pharmacy by th 
students. of pre 
A $10,000 grant earmarked for J cases 
~ long-range continuing education in pregn 
r # the hospital pharmacy field was made § oy a 
lais, director of pharmacy service, Da 
Ohio State University Health Center,  perid 
Columbus, by H. L. Ferrier, man- § acid. 
CAT. NO. 350N ager, hospital promotion, Wyeth 
Laboratories, Philadelphia. ine 1 
i inds will be | 
For all Technics of Resuscitation including Closed Chest Cardiac Massage wie 
A two-in-one instrument for both technics of defibrillation and cardiac massage. supplement present services now 
ew Birtcher External-Internal Defibrillator provides automatic or manually 2 j 
timed and strength-controlled electrical shocks two wanges: For internal Oo N LY Pre 
defibrillation with the shock passing through the closed chest. The Johns Hopkins assistance with internship programs troc 
group advocates and has widely taught the technic of closed chest cardiac massage, Complete with Tentative plans eall for strengthen- on 
a technic which makes it mandatory to have an external defibrillator readily at 9 Frternal . d expanding the present for- 
hand. Beck, Hosler and others who have advocated open chest cardiac massage 2 Internal ing and expa pre 
indicate the urgency of having an internal defibrillator at hand. The new Birtcher Fi petrodes mal internship and scientific train- siv 
External-Internal Defibrillator has precise power and range for both technics. ing programs in selected hospitals: " 
Many other Exclusive Features encouraging hospital pharmacists © tai 
CAN BE FOOTSWITCH AS WELL AS MARUALLY OPERATED expand their teaching roles in hor J og 
NO FUSES TO BLOW —HEAVY DUTY CIRCUIT BREAKER BUILT-IN 
enter hospital pharmacy. 
INSULATED ELECTRODES FOR MAXIMUM OPERATOR SAFETY 
For descriptives and a copy of the newly published Combined Section Meetings 
“Guidebook on Cardiac Resuscitation” President Ronald V. Robertso®, A 
write to Mr. Arnold Newman, Cardiac Division reporting to the first gen: ral session, R 
;" told the 2,000 delegates that com b 
THE BIRTCHER CORPO RATION Department HT-¢61 tinued progress had /icen made P 
4371 VALLEY BOULEVARD «+ LOS ANGELES 32, CALIFORNIA during the year for the advance v 
70 For further information see postcard opposite page 142. 
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ment of pharmacy and improvement 
of public health and welfare. 

He described meetings with rep- 
resentatives of the National Asso- 
dation of Retail Druggists and the 
American Medical Association for 
discussions of mutual interests and 
problems. The joint meetings will 
continue. 

He noted that manufacturers are 
recognizing by deed as well as word 
that prescription practices involve 
professional services and pointed out 
that “advertising of retail prices for 
prescription drugs to either the 
medical or pharmaceutical profes- 
sions is a practice which the drug 
industry should stop. There are no 
‘etail’ prices for prescriptions,” he 
emphasized. 


Mr. Robertson described the sup- 
port given to the prescription-serv- 
ices concept by Sen. Hubert H. 
Humphrey of Minnesota. Sen. Hum- 
phrey, assistant majority leader in 
the Senate, told members of that 
legislative body that the pharmacist 
does not merely sell a commodity 
—rather he is performing a service 
in the preparation of drugs that are 
prescribed by physicians. 

“The senator called for the elimi- 
nation of the term ‘prescribed’ drugs 
and the substitution of the phrase 
‘prescription services’. The purpose 
of the change is to make it clear 
that when a person obtains pre- 
scribed drugs he is getting not mere- 
ly a commodity, but the services of 

(Continued on page 126) 


For Premature Delivery 
Dactil-OB, marketed by Lakeside 
Laboratories, Inc., is recommended 
by the supplier for the prevention 
of premature delivery in obstetrical 
cases with a history of unsuccessful 
pregnancies, or premature delivery, 
or a diagnosis of the possibility of 
premature labor. 

Dactil-OB, containing Dactil (pi- 
peridolate hydrochloride), ascorbic 
acid, and hesperidin complex, is 
said to diminish spasm of the uter- 
ine muscle in patients who have not 
reached the point of actual labor. 

Supplied in bottles of 100 tablets. 


Pregnancy Weight Control 
Walker Laboratories, Inc., has in- 
troduced a new product designed to 
control excessive weight gain in 
pregnancy and provide comprehen- 
sive prenatal nutritional support. 

The new product, Natorexic, con- 
tains the appetite suppressant di- 
ethylpropion, plus a specific prena- 
tal nutritional formula. 

Available in bottles of 100 tablets. 


Anemia Tracer 

Racobalamin-57, marketed by Ab- 
bott Laboratories for diagnosis of 
pernicious anemia, is Co'? labeled 
Vitamin B,, in solution or capsule 
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form. Co** as a’ label for vitamin 
B,. delivers a lesser total absorbed 
radiation dose to the liver than 
either Co** or Co’ labels, and pro- 
vides greater counting efficiency. 

Racobalamin-57 is supplied in 
diagnostic anemia kits, multiple- 
dose vials, and capsules. 


Anemia Treatment 
Mol-Iron Chronosules for the treat- 
ment of iron deficiency anemia has 
been introduced by White Labora- 
tories, Inc. Each sustained-release 
Chronosule contains 6 mg. of molyb- 
denum oxide and 390 mg. of fer- 
rous sulfate. The medication is re- 
leased over a six to eight hour pe- 
riod, minimizing the incidence of 
gastric side effects. 

Available in bottles of 30 and 250. 


Cough Syrup 

Minnesota Pharmaceutical Labora- 
tories, Inc., has introduced Niltuss, 
a new cough syrup, antitussive, 
antihistaminic, and expectorant. 

The orange-flavored syrup con- 
tains dextromethorphan hydrobro- 
mide, chlorpheniramine maleate, 
phenylephrine hydrochloride, and 
ammonium chloride. 

Available in 4-0z. dispensing bot- 
tles, and in pints. 


Responds Rapidly to 
Antiseptic, Soothing 


URISED. 


SIMPLE, ACUTE or isolated uri- 
nary tract infections readily yield 
to antibacterial-spasmolytic 
UrIsEp. Acute cystitis or urethri- 
tis symptoms vanish within three 
days... urine clears within five 
to ten days. 


No side effects were reported in 
recent evaluations of URISED in 
over 200 cases. On the contrary, 
URISED is soothing, relaxing to the 
urinary visceral muscles. 


URIsED controls pain while nor- 
malizing urination and produc- 
ing antisepsis. Each URISED tab- 
let contains: atropine sulfate 
1/2000 gr.; hyoscyamine 1/2000 
gr.; gelsemium, methenamine, 
methylene blue, benzoic acid, 
salol. 


For generous starter prescription 
supplies for many patients just 
send this coupon.. 


Chicago Pharmacal Company HT 
5547 N. Ravenswood Ave. 


Chicago 40, Illinois 


Gentlemen: Re: Starter Rx Supplies 
Dr 

Address. 

City 


For further information see postcard opposite page 142. 
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out-produces 
any THREE 
ordinary 
sterilizers 


Vacamatic is NOT an ordinary sterilizer. 
It doesn’t even Jook ordinary. 

This new Central Service Sterilizer 
utilizes advanced principles of sterilization to 
achieve its tremendous speed and positive effi- 
ciency. Vacamatic draws ultra-fast vacuums be- 
fore and after each load, thus permitting instantly 
microbicidal pressure steam temperatures of 275°F. 


In fact, so swift’. . . so positive is Vacamatic 
that it processes a full load of linens in just 
15 minutes. ..in contrast to 70-80 minutes for 


ordinary sterilizers ... about five times faster. bulb 

But time is not the only barrier Vacamatic and 
overcomes. It provides positive assurance that rate 
even the most dense packs are properly sterilized the 
(due to high prevacuum and instantly micro- = 
bicidal action of pressure steam at 275° F.). _ 
Fabrics have Jonger life because of the ultra- Phil 


short exposure period... and Vacamatic saves 
vital space in Central Service. 


Smart styling of the new Vacamatic is in keep- 
ing with the most modern concepts of hospital 
decor. Handsome stainless steel facing plus an 
aqua and red control panel accent the beauty 
of Vacamatic. 

And finally the easy operation of this advanced 
unit. The operator simply selects the type of 
load and presses the “‘Start’’ button. It’s that 
simple ... that positive. Vacamatic’s “electronic 
brain’”’ does all the rest. 

Wouldn’t a new high efficiency Vacamatic Sterilizer 
fit into your Central Service sterilization program? 
Please write for ““Vacamatic Breakthrough” Brochure SC-303. 


STERILIZER 


ERTE*+PENNSYLVANEA 


World’s largest designer and manufacturer of 
Sterilizers, Surgical Tables, Lights and related | 
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Accuracy and Error in the Lab, Part VI: 


Equipment and Apparatus (Continued) 


If an instrument is poorly designed 
for maintenance, alterations such as 
those shown in illustration 1 may be 
necessary. In this photometer, light- 
bulb changes are frequently needed 
and there is no easy way of accu- 
rately lining up the filament with 
the optical axis of the instrument. 


*Director, clinical and research laboratories, 
The Myers Clinic and Broaddus Hospital, 
Philippi, W. Va. 


Illustration 1: Method of lining up bulb 
filament in photometer. A hole is bored 
through the lamp housing and grill in the 
back with the drill lined up with the op- 
tical center of the lenses. A short piece 
of metal tubing is fitted snugly in the 
hole. It is then easy to replace a bulb 
and get it properly lined up by observing 
the filament through the tube by either 
directing a flashlight on the filament or 
turning the photometer on. In the later 
case, to avoid injuring the eye a dark 
filter must be used to look through the 
tube. The instrument can be pulled over 
the edge of the table while adjusting the 
bulb from underneath. The filament 
needs to be adjusted in the horizontal 
plane by looking down on the bulb while 
rotating the bulb as necessary. Levelness 
's critical for this type of photometer and 
@ small level can be used to level it both 
lengthwise and sidewise. 
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By E. E. Myers, M.D.* 


Correct positioning of the filament 
is rather critical. Although it would 
be possible to cut the lamp housing 
so that a section could be removed 
to show the bulb, we have chosen to 
use another method which seems to 
work satisfactorily: that is, to place 
a tube in a hole drilled in line with 
the optical axis of the instrument in 
the back of the lamp housing. This 
provides an easy, quick, and accu- 


rate means of lining up the filament 
of a new lamp bulb so that subse- 
quent readings of the instrument 
with the same solutions remain the 
same as before. 

The electrodes in a pH meter 
should be kept constantly moistened 
with water or acid solution or they 
will not function properly. When a 
pH meter is used infrequently, the 
electrodes may become dry and then 
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THE ARMSTRONG 


BABY INCUBATOR 


MODEL 188 


A BIG Incubator 
Easy to Clean 


Controlled Heat, 
Humidity, and Oxygen 


The Ultimate in Isolation 


A Complete Unit 
with Air Filter, 
Nebulizer, 


I. V. Stand. 


and Storage Cabinet 
on 5” Casters 


Write, wire or phone collect for 
complete details. 


THE GORDON ARMSTRONG CO., INC. 


1501 EUCLID AVENUE. + CLEVELAND 15, OHIO 


Available in Canada from Ingram & Bell, Ltd., 


Toronto 
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Illustration 2: Method of keeping water from evaporating in a pH meter cup. If the 
electrodes become dry, error will result in the pH reading. The finger of a rubber 
glove is cut off so that a tube is made. This is pulled over the cup and the open endis 
slipped up over the electrodes. The rubber is held together by a paper fastener which 
causes the rubber to fit snugly around the electrodes. 


the instrument will not be accurate 
until after the electrodes have been 
soaked for several hours. 

For a number of years we have 
used a very simple method of pre- 
venting the electrodes from drying 
out. We place a rubber tube over 
the cup and electrodes and hold the 
rubber together with some sort of 
clip so that the rubber fits the elec- 
trodes snugly. With this arrange- 
ment the water will not evaporate 
over a period of several weeks. 

Any type of shaking machine or 
rotator needs to be checked periodi- 
cally for proper speed. This can 
easily be determined through sound 
or feel by holding an object against 
the apparatus so that there is a 


Illustration 3: Method of timing rotator as 
for VDRL and similar tests. A pencil or 
other object is held against the rotating 
table so that the striking is heard and 
felt with each rotation. One can easily 
count the taps or impulses by watching 
the second hand of a clock. This is a con- 
venient way of determining the number 
of rotations per minute. The rotator 
should be checked frequently for the 
proper cycles per minute. 


For further information see postcard opposite page 142. 
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tapping noise with each cycle. A 
clock or stopwatch may be used to 
time the number of cycles per min- 
ute. 

Calibration of apparatus is impor- 
tant. Manufacturers have become 


more reliable in recent years and 
generally calibrations such as those 
of pipettes and so forth can be aec- 
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cepted if purchased from a reliable 
distributor. It should be pointed out, 
however, that no factory-made cali- 
bration of a photometer is satisfac- 


ry. 

Care should be exercised in drying 
pipettes in order that they do not be- 
come too hot, since this will alter the 
calibration. For research work, in- 
struments and apparatus should be 
recalibrated in one’s own laboratory. 

One should not use tinted glasses 
in making any type of colorimetric 
reading. Several years ago we ob- 
served in this laboratory the erro- 
neous reading of a hemoglobinometer 
by a student who was using tinted 
lenses. Readings of hemoglobin were 
15-2 Gms. too high with the tinted 
glasses. 

Centrifuges vary in size, and since 
the radius of swing is as important 
as r.p.m. this factor as well as time 
should always be taken into account 
in centrifuging. Frequently direc- 
tions in centrifuging are given only 
in r.p.m., but make and style of the 
centrifuge used should be known. In 
balancing centrifuge cups, the loca- 
tion of the center of gravity of each 
cup should be taken into consider- 
ation since that point can be con- 
sidered as determining the radius of 
swing. Two cups may balance per- 
fectly on the scales, yet the centri- 
fuge may be out of balance because 
of the differences in the centers of 
gravity from the axis of the centri- 
fuge. 

For any type of apparatus (such 
as a photometer) that may get out of 
adjustment through changing bulbs 
and so forth, it is well to have a 
duplicate instrument so one can be 
checked against the other. Macro- 
apparatus can be checked against 
micro. 

Not only does duplicate apparatus 
help in accuracy, but also an instru- 
ment is provided that can be used 
when the other is being repaired. 
All apparatus must be constantly 
checked to see that it is maintained 
and working satisfactorily. 


FM Programming 

Includes Heartbeats 

An FM radio set, a special electronic 
belt, and ordinary corn pads consti- 
tute a device for recording athletes’ 
heart rates during exertion. 
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To accomodate researchers at the 
University of Michigan, the athletes 
wore the electronic transmitter dur- 
ing sessions of squash, tennis, vol- 
leyball, and other active sports. 

Development of the tiny trans- 
mitter by Hal F. Shulte, Jr., of the 
university’s department of electrical 
engineering led to the simple appa- 
ratus. Two fine wire electrodes are 
taped to the chest, and one to the 
lower back using corn pads as ad- 


hesives. The wires are carried to 
the transmitter which is worn at 
the belt, and weighs about a pound. 
The transmitter sends signals to a 
FM receiver by remote control. 

Results of the experiments show 
that well-trained athletes average 
160 heart beats per minute in the 
active games, which is about twice 
the normal rate and considerably 
higher than most of the experts ex- 
pected. 


BREAKTHROUGH 


in cleansers 
for surgical instruments and glassware! 


SUPER 
EDISONITE 


cleansers! 


e SUPER MILD... new low pH 
of 8.0. Kinder to hands, skin and 
delicate instruments. 


e DISSOLVES 40% FASTER 
... even in hardest water. 
Leaves equipment clean, film- 
free, streakless. 


eNEW CLEANING EFFI- 
CIENCY ... has super wetting 
efficiency double that of ordinary 


cleansers. 
e SAFE FOR DELICATE 
INSTRUMENTS . won't 


tarnish, pit or corrode surgical 
instruments, rubber, glassware. 

e GREATER ECONOMY 
costs less per gallon of solution. 
This is what counts, not cost 
per pound! 


MAIL THLS COUPON TODAY! 7 

SEND FOR 

| TO: S. M. Edison Chemical Company, Inc. | 
FREE TEST | 300 Park Avenue, New York 22, N.Y.—Box RNW | 
SAMPLE! | Please send free 3-0z. package (makes 12 gallons) Test Sam- | 

| ple of new SUPER EDISONITE for my personal evaluation. | 
Compare new SUPER i l 
EDISONITE with the | Name Position | 
cleanser you're now using. Hospital or Company 
Mail coupon for free 3-oz. | Address | 
test package, sufficient City 
for 12 gallons of solution. 


For further information see postcard opposite page 142. 75 
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ORDINARY silk suture 5-0 ETHICON PERMA-HAND Surgical Silk Suture: TH 


Cross-sections, unretouched microphotograph : Cross-sections, unre 


not limp strand. 
but suture with 


RMA-HAND surgical 
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| 
shave been removed after braiding. Resulting lossin tightly braided. And there are no loose strands thet 
suture volume causes looseness. limpness and room.” Because the qualiti are permag built 
culties despite the addition of coatings, and other, Suryical Silk no special 


e) THICON PERMA-HAND Surgical Silk Suture 5-0 = ORDINARY silk suture 5 


Ina recent national survey, surgeons indicating characteristics most desirable 
ina surgical silk suture expressed these preferences: 


® uniform strength 
® optimum extensibility 
] % ® optimum firmness and maximum pliability 
® uniform diameter and smoothness 
® firm knot-holding characteristics 
® resistance to breakage 


These are the qualities that add up to superior “hand.” In ETHICON PERMA-HAND Surgical Silk, 
they're built into the suture through controlled processing—from raw silk to finished suture. 
That's why ETHICON PERMA-HAND Surgical Silk was uniformly preferred by these surgeons. 


THICON 
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you and your patients 
are always on the winning 
side when you pick 


You win because Flex-£ 
is the original flexible st 


disposable. Nothing 
sterilize or break... just. 
and discard. Use them in 


You win because of new low 

Flex-Straw prices now 
low enough for use in all 
(And don’t forget 
dbout: the new pastel 
Flex-Straw colors for use 
pediatric wards. Children 


on winning team. 
‘More and more hospitals 


The Orig nal 


FLEX-STRAW 


— 
(Quality Drinking Tube 


1504 10th Street, Santa Monica. 


For further information see postcard opposite page 142. 
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Inhalation Therapy in the Delivery Room and Newborn Nursery 


By Roy F. Goddard, M.D.* 


Roughly one-fifth of the earth’s atmosphere is com- 
posed of oxygen. When oxygen in the arterial blood 
supply becomes reduced, the administration of oxygen is 
used to accomplish higher tension or percent of oxygen 
in the blood by elevating the percent of oxygen in the 
inspired air. This can be done only if there is more 
than 21 percent oxygen in the air. Probably oxygen 
therapy is one of the first applications of inhalational 
therapy known, and oxygen has been administered by 
nasal catheter, oxygen mask, oxygen tent, and mouth- 
to-mouth inhalation. 

The main prerequisites for the organization of an 
inhalation therapy department in a small general hos- 


‘Director, Pediatric Research Department, Lovelace Foundation for 
Medical Education and Research, Albuquerque, N.M 


The Goddard-Bennett-Lovelace hand re- 
suscitator in use. The unit is portable and 
convenient enough to operate even in an 


Gutomobile, yet delivers sufficient pres- 
sure, 
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pital are (1) to have physicians and allied medical 
personnel interested in the use of inhalation therapy, 
(2) to have the hospital administration aware of the 
need for inhalation therapy, both on an emergency and 
a general treatment basis, (3) to have a group of physi- 
cians representing various sections of the hospital in- 
terested in promoting inhalation therapy in their partic- 
ular sections, and (4) a highly-motivated person who 
can direct this service and keep it intact once it has 
been organized. When these four prerequisites are met, 
an inhalation therapy department may be organized 
according to the table outlined in figure 1, or a similar 
table. 


The chief anesthesiologist, or another physician, might 


79 


| 
j 
‘Ds 
; 


FOR A GENERAL HOSPITAL 


SUGGESTED INHALATION THERAPY ORGANIZATION 


DIRECTOR -------- Advisory Committee 
(Dir., Heads of Secs.) 


| | 


| 


ANESTHESIA 
SECTION 
Suggestion for the organizing of an in. 
halation therapy department for infants 
Gaecnies and children. The chart can be modified 


according to size of hospital and avail. 


Recovery Room ability of personnel. 


Post-operative 


TECHNICAL INFANTS AND ADULT 
SECTION CHILDREN'S SECTION 
SECTION 

Therapists Delivery Room Medicine 
Equipment Newborn Nurseries| | Surgery 
Procedures Children's Service ||Special Therapy 
Education & 

Orientation 
Emergency Room 


visory committee composed of the heads of the infant 
and children’s section, the adult section, and the anes- 
thesia section, together with the head of the technical 
section. 

The technical section should be organized first, be- 
ginning with a technician or a registered nurse who 
may have had some experience with oxygen therapy. 
If these persons have had no previous training, they 
may receive postgraduate instruction through organized 
courses and programs set up by the American Associa- 
tion of Inhalation Therapists, or instruction given by 
the local physicians. 

If the department is to assume any considerable care 
in the hospital, several therapists are required and 
these should be sufficiently trained to cover the hospital 
service on a 24-hour basis. These therapists should be 
able to give inhalation therapy to patients of all ages, 


OBSERVATION OF RETRACTIONS 
STAGE O 


Upper chest and abdomen No intercostal sinking on lo No movement 
rise synchronously inspiration xyphoid retraction of chin expiratory grunt 
STAGE | 
€ 


Lag or minimal sinking 
of upper chest 
as abdomen rises 


Just visible sinking of 
intercostal spaces on 
inspiration 


Just visible 
xyphoid retraction 


STAGE 


“See-saw" sinking of 
upper chest with 
rising abdomen 


Marked sinking of 
intercostal spoces on 
inspiration 


xyphoid retraction 


be appointed director of the organization, with an ad- 


Chin descends Expiratory grunt heard 
lips closed 


and must be available for emergency room service, to 
help in ventilation, administration of oxygen, and in 
other areas of inhalation therapy on an emergency 
and an acute basis. 

Such therapy should be given only upon a doctor's 
prescription with specific instructions as to type re- 
quested, method, and the various medications to be 
used. 

The technical section should build up, over a period 
of months, a sufficient equipment pool to take care of 
the various inhalation therapy needs of the hospital. 
This section must be constantly oriented to the latest 
developments in equipment, and educate not only its 
own staff but other members of the hospital team. 

The technical section’s function is to carry out physi- 
cians’ orders throughout the three major departments— 
infants’ and childrens’, adults’ (which encompasses 
medicine, surgery, and special therapy units), and the 


Silverman's chart of the signs of respira- 
tory distress in the newborn. The normal 
infant is in classification ‘‘O"'. Charts 
such as this should be displayed in de- 
livery rooms and nurseries for quick re- 
ference. 


with stethoscope only 


Chin descends Expiratory grunt heard 
lips port 


with naked eor 
(ofter Silverman) 
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anesthesia section (including operative, recovery room, 
and postoperative). 

Probably one of the most important considerations 
in delivery room inhalation therapy is the organization 
of an infant resuscitation team, which should be com- 
posed of the anesthesiologist, the obstetrician, and the 
pediatrician; or in the case of those staffs with general 
practitioners, certainly the anesthesiologist and the gen- 
eral practitioner. We believe this is mandatory, since 
the physician delivering the baby is no longer alone 
concerned with the fate of the infant. The anesthesiolo- 
gist has come to join him in the past century in the 
safe delivery of the baby. Pediatricians are called upon 
more and more to take over the infant who has not 
done well and to be present at an expected difficult 
delivery to assist in resuscitation, should it be neces- 
sary. 

Important considerations obviously are the prepar- 
tum condition of the mother, the prepartum medica- 
tions, and the type of anesthesia, the type of delivery, 
and Rh and other factors which may influence the infant. 
These factors should be discussed prior to the delivery 
with all concerned on this clinical infant resuscitation 
team. 

Certain equipment should be available in the delivery 
room. A simple rubber bulb for suctioning of the infant 
at the time of delivery, a suction apparatus, and oxygen 
should be nearby. Resuscitation equipment, infant 
laryngoscope, intubation tubes, explosion-proof incuba- 
tor, and a heated crib should be readily available. An 
area of the delivery room should be set aside where 
the baby can be examined immediately after delivery 
and resuscitative or other necessary measures insti- 
tuted. With a team setup, this does not necessitate the 
anesthesiologist or the obstetrician leaving the patient 
if the pediatrician is present in the case of expected 
difficulties or cesarean sections at the time of delivery. 

A much-discussed topic is the determination of the 
time when the baby is in need of resuscitation or as- 
sistance in the delivery room, and how long one can 
wait without incurring irreparable damage to the 
neonate. Apgar has suggested a method of evaluation 
of the newborn infant to be considered within the first 
two minutes of life, based on the heart rate, respira- 
tory effort, muscle tone, reflex irritability, and color. 
If these objective signs are not satisfactory 60 seconds 
after complete birth of the child, resuscitation is started. 

Some of the resuscitation devices introduced in the 
past two decades do not deliver pressures sufficient to 
expand the lungs of a baby who does not breathe on 
his own. Our work with the Day impulse principle, 
combining high pressures and short time periods, 
showed that beginning expansion of the lung was 
achieved with patchy areas of expansion at 30 cm. of 
Positive pressure over a 0.2 second interval, fairly 
uniform expansion at 40 cm., good uniform expansion 
at 50 cm., and that damage did not become apparent 
Srossly until 95 cm. of positive water pressure was 
employed. From these and other studies, we were then 
able to devise a simple emergency hand resuscitator 
Which would deliver an intermittent positive pressure 
controlling the time interval and the degree of inflation 
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ROTARY 
MACHINES 


process all surgical gloves 
...Fegular or disposable 
for less than 13¢ each 


By far the lowest cost, most dependable method for washing, 
drying, and powdering rubber gloves...yes, even “disposables”. 
Less than 1%¢ per glove including all materials and labor! 
Three companion, single-purpose machines, each with 150-glove 
capacity, eliminate delays. No waiting between loads. All stages 
of processing can be carried on simultaneously. And glove fife 
is materially extended ... reducing need for large inventories. 

Matching stainless steel units are attractive, sanitary, and 
durable. In hospitals of 100 beds or more, they repay their cost 
the first year... while creating substantial savings over hand 
methods. 


WASHER—The only machine designed specifically for surgical 
gloves. Unique tub design ard pulsating action clean gently, 
thoroughly...three times faster than by hand. 
DRYER—Revitalizes gloves. Thermostatically controlled warm 
air dries three times faster than by hand. Unique air circula- 
tion keeps operating parts clean, promotes safety. 
POWDERER—Applies uniform coating inside and out...ten times 
faster than by hand. Airtight. No powder escapes. 


FREE: Glove Processing Manual, giving latest, recommended 
procedures, sent on request. Also, descriptive literature on each 
machine and other Rotary hospital products. 


ROTARY HOSPITAL EQUIPMENT CORP. 
1742 DALE RD., BUFFALO 25, ILY. 


For further information see postcard opposite page 142. 81 
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MOVE Patients 
FASTER . SAFER 


with Davis Patient Roller 


Now! Move patients with minimum strain with the 
Davis Patient Roller! A Gilbert Hyde Chick product, 
the Roller is a must in hospital rooms and X-ray. 
Even the heaviest patient can be moved safely, 
quickly, effortlessly. Lightweight. Superb aluminum 
and steel construction. Write today for more infor- 


Patient moves as the Roller moves 


BUT patient moves farther than Roller 


Vv 
GILBERT HYDE CHICK COMPANY 


PLANT AND SALES OFFICES * 821 - 75th 21, cae 
Mirs and Distributors of Hospital Orthopedic and Fracture ceiieiaele 


NICKE, 
Centrojet 


GONE . . . laborious hand scrubbing and wash- 


ing of byzone days. NOW . 


the CENTROJET 


washer virtuall disintegrates. deposits and tena- 


cious matter instruments 


sins and gla CONVENIENT 


ba 
ECONOMICALLY, and “AUTOMATICALLY! 


Sf) HEINICKE INSTRUMENTS 


? 


trays, 


. by a specially designed system of high frequency 
sound waves, superimposed on jet streams of water which are 
directed and impinged on the items to be cleaned! The CENTROJET 
operates at sterilizing temperatures, and powerful jet streams 
and detergent action assure guaranteed chemical cleanliness, 
unapproached by any other method. 

SEND TODAY for the CENTROJET STORY . 
HEINICKE INSTRUMENT COMPANY, makers of precision instru- 
ments and glassware washers distributed throughout the world. 
The name HEINICKE means quality, dependability and service. 


. manufactured by the 


For further information see postcard opposite page 142. 


The infant is positioned head down to facilitate breathing and 
the elimination of mucus in the respiratory tract. High humidity 
is maintained to aid hydration. 


of the lungs. Any excess volume of air escapes through 
a relief valve, preventing the possibility of excess pres. 
sure and overdistention. 

The exhalation valve and manifold design have a low 
dead space, and exhalation is restricted at zero pres- 
sure. The rate and rhythm is manually controlled by 


co! 
the person: operating the unit. This Goddard-Bennett- ter 
Lovelace hand resuscitator is suitable for use in ve 
delivery rooms, nurseries, even in the physician’s car.’ eq 

In utilizing this unit or any other method of resuscita- ne 
tion, certain principles must be followed. A patent air- 
way must be established. Gentle nasopharyngeal suc- tu 
tion is effective, with the infant slanted downward at ti 
an angle of 10 to 15 degrees, and the head hyperex- p 


tended by the use of a pad or diaper under the 
shoulders. The lungs should be expanded by inter- A 
mittent positive pressure, and adequate drainage may f 
be promoted by intermittent suction to keep airways . 
clear of mucus and secretions. Postural drainage should ( 
be maintained, as well as temperature and humidity. { 
When indicated, oxygen up to 40 percent concentration y 
should be used. Gastric lavage may be instituted when 
required, and is particularly needed in premature in- 
fants, cesarean section cases, and in cases with an 
excessive amount of amniotic fluid and debris. Stimu- 
lants should be given when indicated—chemical and 
cutaneous or proprioceptive. 

The first step—establishing an airway—should be ac- 
complished immediately. If the baby’s condition does 
not improve within two minutes of birth, positive pres- 
sure should be applied. To achieve expansion effective- 
ly, initial resuscitation should start with the applica- 
tion of a positive water pressure of 50 to 60 cm. Such 
a pressure can be safely applied over a 0.2 to 0.3 second 
interval when given via the GBL infant hand resuscita- 
tor. Twelve to 24 impulses are given in the first minute 
of resuscitation, allowing an expiratory interval of 0.4 to 
0.8 second so that full exhalation occurs and circulatory 
return is not impeded. Mucus, meconium, or amniotic 
fluid which may have been brought up from the lower 
respiratory tract by the high velocity expiratory flow 
rates should be removed by suction. 


*See “Newer Concepts of Infant Resucitation”, Hospital Topics, 
September, 1954 
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PICS 


Following initial resuscitation at these high pressures, 
the lungs usually show some degree of expansion and 
the infant takes a breath. Frequently, only one or two 
impulses are sufficient to initiate respiration. Once 
satisfactory expansion and voluntary respiration have 
been achieved, the pressure is reduced to 40 cm. for 
another 12 to 24 impulses, followed by further suc- 
tioning. Finally, the pressure is decreased to 20 to | 
30 cm. 

The rate of positive pressure impulses is guided by 
the operator, who should synchronize the impulses with 
the infant’s efforts to breathe. Usually, the infant re- 
sponds to intermittent positive pressure resuscitation 
within the first 20 minutes. Failure to do so frequently 
indicates intracranial hemorrhage or congenital heart 
disease. 

If a patent airway is initially achieved and maintained, 
expansion can be achieved via face mask and the 
dangers associated with intratracheal suction and in- 
suflation are minimized. When necessary, tracheal in- 
tubation should be performed. 

The equipment present in the newborn nursery for 
inhalation therapy should include suction apparatus, 
various types of incubators, oxygen supply, oxygen 
controllers and analyzers, mist generators, humidity and 
temperature controls, resuscitation devices or artificial 
ventilators and an augmented respirator. This same 
equipment can be utilized both in the regular normal 
newborn nursery and the premature infants’ nursery. 

In the clinical evaluation of the newborn or prema- 
ture infant, many factors must be taken into considera- 
tion. The main indications for inhalation therapy are 
primarily the alleviation of respiratory distress. In order 
to standardize evaluations, it is again helpful to use the 
Apgar score even after the infant has been transferred 
from the delivery room to the nursery. In addition, 
respiratory distress can be observed, utilizing the meth- 
ods of Apgar, Silverman, Miller, and others to insure 
the best care for the infant. Silverman has proposed a 
scoring system based on observation of retractions. 

The normal newborn infant falls in the stage 0 classi- 
fication in which the upper chest and abdomen rise 
synchronously in breathing. There is no intercostal sink- 
ing on inspiration, no xiphoid retraction, no movement 
of the chin, and no expiratory grunt. A baby who begins 
to develop some distress may have a lag or minimal 
sinking of the upper chest as the abdomen rises. There 
may be visible sinking of the intercostal spaces on in- 
spiration, visible xiphoid retraction, a descent of the 
skin with the lips closed, and an expiratory grunt 
which may be heard with the stethoscope. 

Even more severe respiratory distress results in a 
see-saw sinking of the upper chest with a rising ab- 
domen, or asynchronous movements, marked sinking of 
the intercostal spaces on inspiration, and marked 
xiphoid retraction. The chin descends, the lips part and 
there is dilation or flaring of the alae nasi. An expira- 
tory grunt can be heard with the naked ear. 

Charts such as Silverman’s should be posted in the 
nursery along with the Apgar scoring system, which 
should appear in both nursery and delivery room. 

(Continued on next page) 
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Can you measu re qualit ‘é 
with your 
naked | 
eye? 


All too frequently products have a look-alike quality 


that defies comparison. “A Jar is a Jar is a Jar” is a 
common reaction until one sees these new hospital jars 
made of PYREX®. 


Were you to select any of the usual jars from your | 
supply room and set it up next to one made of PYREX®, 
you would see differences that are apparent to the| 
naked eye. 


For example: The top edges have a fire polished 
bead all around. This prevents chipping or breakage. | | 
The uniformly thick walls are beautifully clear with| 
no mold marks. Put your hand into the PYREX® jar| 
and run your finger around the inside bottom edges. | | 
You'll feel a curve ... no place for dirt to lodge. This 
simplifies cleaning. 


These are the obvious differences in quality. 


We don’t have to tell you how PYREX® can take 
abrupt temperature changes or withstand physical 
shock. 


However, we do have to tell you that for the first 
time you can obtain PYREX® jars at surprisingly low 
prices. May we suggest, therefore, that you ask your 
supply house for the current price list or drop us a 
note for completely illustrated Catalog MP-3. This 
includes a complete line of Applicator Jars, Hospital 
Jars, Tongue Blade Jars and Sundry Jars. 


HOSPITAL JARS of 
PYREX® GLASS 


PYREX®) is a registered trademark of Corning Glass Works, 


MERCER GLASS WORKS IN‘ 


725 Broadway, New York 3, NI 


Essential Products of Quality for the Hospital and Laboratd 


For further information see postcard opposite page 142. 83 | 
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AN ALL- 
CHROME 
PATIENT 
LIFT 


Not a special model . . . but the 
new standard PORTO LIFT, at 
NO INCREASE IN COST. 

New, life-long finish and de- 
pendable hydraulic action make 
PORTO LIFT a ‘‘must"’ for effort- 
less patient handling. 


PORTO-LIFT 


MANUFACTURING CO. 


HIGGINS LAKE, MICHIGAN 012+. 


NEW INVENTION! 
All Needle-holders with 


“WIDIA'— 


CARBIDE JAWS 
Lifetime J 
Guarantee! 
Crile-Wood 6” fine ends 

ea. only $11.50 


Mayo-Hegar 64%” ea. $11.50 
Mayo-Hegar 7”...ea. $11.95 
Mayo-Hegar 8”. . .ea. $12.50 


All Instruments are made of finest Swedish stainless steel. 


SPECIAL — PRICE — OFFER: 


Alli’s tissue forceps str. 6” ea. $3.75 

Crile forceps 542” str. ea. $2.75, curved ea. $2.95 

Foerster Sponge forceps 942” str. serrated ea. $5.50 

Kelly forceps 542” str. ea. $2.75, curved ea. $2.95 
Mayo-scissors 634” str. ea. $3.25, curved ea.$3.50 

Mosquito’s forceps 442” str. ea. $2.75, curved ea. $2.95 
Rochester-Pean forceps 6%” curved ea. $3.75 and approximately 
3,000 other instruments.—(Delivery time app: 2 to 3 Months) 


Please send us a sample order. Satisfaction guaranteed. 


Erwin Neugebauer, Surgical Instruments, 
P. 0. Box 657, Concord, Calif., (via: San Francisco) 


For further information see postcard opposite page 142. 


Attention should be paid to the respiratory rate g 
the time the infant is brought to the nursery andj 
periodic check of the respiration and pulse should § 
maintained on each newborn infant suspected of any 
respiratory distress. An increase in the respiratory raj 
often indicates respiratory distress. Physical examing 
tion is necessary, and portable chest films can be takeg 
during an inspiratory and expiratory phase (the infay 
can be thumped gently on the soles of the feet so tha 
he produces a full inspiration before the film is taken). 

Post-resuscitative measures should include conting 
ance of the principles of resuscitation, as indicated 
High humidity can be maintained through water fog 
mist, incorporating detergents and aerosols. Hydration 
via hypodermoclysis and aerosols, and prevention of 
hemorrhage by the cautious immediate administration 
of vitamin K are indicated. Prevention of infection may 
be accomplished by aerosols and intramuscular medica. 
tions. Minimal handling conserves the infant’s energy, 
and he may gradually be adjusted to normal infant 
routine. 

In the past, the baby has often been placed in the 
postural drainage position with the head down. More 
recently, many pediatricians are leaving the infant flat 
or elevating the head. Accurate physiological studies to 
show the advantage of positioning are under way, and 
are yet to be reported. 

Oxygen should not be administered to newborn in- 
fants without an order by the physician, stating the 
concentration and flow rate desired. Inhalation therapy 
departments should have available various types of 
oxygen control, which will allow delivery of 40 percent 
or other indicated oxygen concentrations. Similarly, 
pumps to deliver mist, as well as compressed air genera- 
tors or arrangements for compressed air to be de 
livered directly, should be available for use in these 
units. 

Whenever oxygen is ordered, it should be checked 
periodically by the inhalation therapy department or a 
nurse in the nursery with an acceptable oxygen ana- 
lyzer. Correction must be made for this oxygen sampling 
according to biometric pressure in the community in 
which it is used. 

Recently there has been much discussion as to the 
advisability of mist in the care of premature and new- 
born infants. We believe that: 

1) mist is important in helping to carry oxygen down 
into the tiny terminal alveoli of the premature and 
newborn infant 

2) small particles—in the range three to five microns 
—must be utilized 

3) a majority of these newborns have a certaiN 
amount of bronchospasm and a bronchodilator is help- 
ful 

4) in many instances liquifying agents or detergents 
are helpful 

5) Tryptar, Pancreatic Dorase, or other enzymatic 
agents should be used with caution, and can be given 
directly into the respiratory system via specialized 
equipment 

6) hydration is certainly aided by the inc!usion of 
mist in the environment for the infant. 
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Modern, safe, dependable Gomco equipment 
helps ease the tasks of the physicians and nurses 
who minister to the patient’s needs. The feeling 
of added security enjoyed by the patient inspires 
favorable opinion, which in turn enhances the 
hospital’s reputation. 


Such is the case with the Gomco No. 799 Mo- 
bile Aspirator. Ideal for hospital floor use, this 
powerful unit is easy to move about, simple to 
operate and maintain. Controls are conveniently 
located at the top of the unit. The regulator valve 
controls the exact degree of suction required, 
from 0” to 25” of mercury. Quiet, vibration-free 
operation leaves the patient undisturbed and re- 
laxed. Gomco Aerovent® overflow protection— 
automatically prevents flooding of the suction 
bottle, thus protecting the pump from damage. 
Yes, patients, physicians, nurses, hospitals —all 
four benefit from the fine performance of equip- 
ment like the Gomco No. 799 Mobile Aspirator. 
Phone your Gomco dealer — he'll be glad to dem- 
onstrate the superior features of this and all the 
other quality units in the complete Gomco line. 


828-H E. Ferry St., Buffalo 11, N. Y. 


far the.Gar ce 


Distributed Outside the U.S. A. and Canada by: 
INTERNATIONAL GENERAL ELECTRIC COMPANY 
150 East 42nd Street, New York 17, N. Y. 
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American College 


Of Obstetricians and Gynecologists 


ACOG Speakers Call for Greater Cooperation, 


Point Up Need for Continuing Education 


The tenth annual meeting of the American College of 
Obstetricians and Gynecologists, April 23-28, Bal Har- 
bour, Fla., marked still another record-breaking attend- 
ance for this year, with a total registration of 3,281. Of 
these, 2,075 were ACOG Fellows and guest physicians; 
821 were womer, most of them wives of attending phy- 
sicians, and 385 were technical exhibitors. 

Sixteen South American countries were also repre- 
sented, as were New Zealand, Sweden, Australia, and 
Korea. 

Following are abstracts from selected papers presented 
at the meeting. 


Medical Cooperation In 


The Western Hemisphere 

It is not enough that we physicians of North and South 
America have common interests professionally, and 
that we are servants of humanity. It is more important 
that if established norms of conduct and mental atti- 
tudes were emulated politically, the homeless and poor- 
ly nourished of the world would be a rarity. 

We of North America do not fully appreciate what 
we owe to the countries of South America, which gave 
us medical plants unknown to Europe prior to the 
Spanish inquisition—medicines such as cocaine, quinine 
and digitalis. The early civilizations had a high degree 
of surgical skill with stone and metal instruments. 
Trepanation was an ancient art, successfully done (one 
skull shows evidence of five trepans), though it was 
considered a procedure highly dangerous by Western 
surgeons up to the end of the 19th century. 

The control of yellow fever by a Cuban doctor was 
recorded in 1881. It was his studies and methods that 
controlled the epidemic in New Orleans, and made pos- 
sible the completion of the Panama Canal. 

There is a vast network of effort in this hemisphere, 
including WHO, UN Children’s Fund, medical mission- 
aries, Medicare, and education and training. There are 
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738 medical science students from South America in 
our universities, and nearly 1800 medical graduates are 
serving as internes and residents. 

The Act of Bogata (Columbia), representing all South 
American countries except Cuba and the Dominican 
Republic, has among its aims the improvement of public 
health (including the reduction of infant mortality); 
insurance systems; remote service areas; control of 
communicable disease; the training of health techni- 
cians; and nutrition programs for lower income groups. 
—Virgil T. DeVault, M.D., medical director of the For- 
eign Service and Department of State, Washington, D.C. 

(Continued on next page) 


J. N. Eastman, M.D. (I.), of Baltimore, Md., incoming president of the 
American College of Obstretricians and Gyneceologists, has just pre- 
sented a plaque to C. Paul Hodgkinson, M.D., of Lathrop Village, 
Mich., in appreciation of his term of office, completed during the 
convention. 


87 


| 
TM 
ment 
nurses 
celing 
spires 
s the 
, this —  —_ 
valve 
t10n 
age. 
ter 
4 
|_| 


Among the noted speakers at the convention, from both North and 
South America, were, |. to r., Robert A. Kimbrough, Jr., M.D., medical 
director of the American College of Obstetricians and Gynecologists; 


Continuing Education Is 
A Close Concern of the ACOG 


Obstretrics and gynecology is an expansive, vital branch 
of medicine; its total understanding by any one person 
is probably beyond human capacity. It is that branch 
of medicine which deals with those biological factors 
and functions of the human female which are immedi- 
ately and remotely related to reproduction. 

It is necessary to differentiate between education 
and training. Education is a continuum. In contemplat- 
ing medical education, we find three decisive areas. 
First, the “Osler Era,” which is synonomous with the 
residency system of medical development at Johns Hop- 
kins Medical School. 

Second, the “Flexner Era,” named for Abraham Flex- 
ner, which put an abrupt end to preceptorship training 
and to the diploma-mills-for-profit, reorienting medi- 
cal education to the medical school. 

Third, the “Commission Era,” which developed less 
conspicuously and resulted froma study by the Commis- 
sion on Medical Education sponsored by the AMA, Its 
final report, published in 1933, emphasized that medi- 
cal schools could no longer teach every facet of every 
subject. Thus, by shifting the load of the medical school 
curriculum for a longer haul, put the responsibility on 
graduate education as a continuing process. 

I believe we are now in a fourth era. Unforeseen 


Fidel Miranda, M.D., who brought greetings from the faculty of the 
University of Guayaquil, Ecuador; Roberto Caldeyro-Barcia, M.D., o:- 
sociate professor of physiology, University of Uruguay, Montevideo; 


and unanticipated was the population explosion. We 
find the “monster” of the Flexner era—teaching by 
non-teachers—is back. It is respectable because it js 
officially approved. 

It is at the interne-residency level that the medical 
graduate may discover he has swapped the cultural 
milieu for the practical methods of the trade school, 
It is here that scientific critique is likely to give way 
to empiricism; that education in its purest sense ends 
and training in its purest sense begins. 

The ACOG has both primary and supporting roles 
in continuing education. This year saw the development 
of five postgraduate basic science courses on a pay-as- 
you-go basis and available to a limited number of regis- 
trants. I think we should sponsor a meeting of medical 
educators, hospital administrators, directors of residen- 
cy programs in non-teaching hospitals, and representa- 
tives of the College to consider extending such courses. 
Recently, we were invited by AMA to participate in 
an introductory meeting to form a coordinating agency 
of Continuing Medical Education to provide national 
leadership to develop future programs to meet future 
needs of all doctors. 

We should show our allegiance to organized nursing, 
and actively support the concepts that the fundamental 
unit of medical care is the doctor-nurse team.—C. Paul 
Hodgkinson, M.D., immediate past-president. ACOG. 


Newly elected officers of ACOG, I. to r., Edward C 
Hughes, M.D., of Syracuse, N. Y., president-elect; 
Frank R. Lock, M.D., of Winston-Salem, N. C., first 
vice-president; and Hermann S$. Rhu, Jr., M.0., of 
Tucson, Ariz., second vice-president. 
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J. Yerushalmy, B. A., M.A., Ph.D., professor of biostatistics, University 
of California, Berkeley; Albert Altchek, chief of the toxemia clinic, 
Mount Sinai Hospital, New York, N. Y.; and Edith H. Quimby, B.S., 


Survivorship Varies According 


To Grade of Cervical Carcinoma 

We recently completed a study of survival in squamous 
cell carcinoma of the uterine cervix in which the length 
of patient survival is correlated with the maturation 
of the neoplasm. 

A comparison of the neoplastic tissue from the initial 
biopsy of the cervix and the resected uterus by Martz- 
loff revealed a lack of correlation in cell type in approx- 
imately one-third of the cases. Since a correlation of 
approximately 90 percent has been obtained with the 
present grading of cervical malignancies utilizing both 
cytological and histological characteristics, an investiga- 
tion was initiated to evaluate any variation in the three 
groups as manifest by survival after therapy. This 


Above: So near . . . but so is the next session! If the brief recesses were 
tempting, at least they were refreshing to the eye and mind, and most 


: rs ged to get in some sun and swimming, or just loaf- 
ing, during the busy week. 


Right: A Florida version of the siesta was enough for these guests from 


Ecuador. L. to r., Alfonso Tamayo, M.D., Alfonso Agivirre, M.D., and 
Cesar Serrano, M.D. 


JUNE, 1961 


M.A., Sc.D., professor of radiology, College of Physicians and Surgeons, 
Columbia University, New York, N. Y. 


study revealed a statistically significant variation in 
survival for these lesions regardless of the anatomical 
stage of involvement. The present study was performed 
to confirm these observations and to determine if a var- 
iation in the intensity of irradiation therapy might alter 
survival in cervical cancer. 

We based our study on a group of 125 patients with 
histologically confirmed cervical carcinoma treated at 
the Lankanau Hospital. No patient was included in this 
group who was diagnosed less than 25 months before 
the study. A complete follow-up was possible with the 
entire group. 

In every case, the histological diagnosis and the ini- 
tiation of therapy were accomplished within a period of 
two weeks. The clinical stage of anatomical involvement 
was established at the time of cervical biopsy. A blind 
followup study was carried out. 

A statistically significant variation in survival for the 
three grades of cervical carcinoma was observed. (The 
grades were: Group I, or keratinizing carcinoma, char- 
acterized by large abnormal epithelial cells with many 
bizarre elongate and caudate forms. Group II, or non- 
keratinizing carcinoma, is depicted as a differentiated 
lesion with many abnormal epithelial cells of varying 
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size. Group III, or small cell cancer, is characterized by 
a predominance of small basophilic tumor cells with the 
highest nuclear-cellular ratio.) 

The small cell undifferentiated cancer was associated 
with the lowest survival rate regardless of the stage of 
anatomical involvement.—W. Budd Wentz, M.D., de- 
partment of obstretics and gynecology and division of 
research, Lankanau Hospital, Philadelphia, Pa. 


Electron Microscopy Advances 


Study of Toxemia in Pregnancy 

In 1918 it was recognized that the renal glomerulus 
was the principal site of pathologic change. Further 
study showed a characteristic renal lesion in toxemia, 
confined to the glomerulus, in which all glomeruli 
were diffusely involved and in proportion to the se- 
verity of the disease. 

Even with the aid of renal biopsies in toxemia, the 
glomerular lesion was interpreted as swelling of the 
basement membrane. Other reports showed that the 
lesion could not be found in all cases of toxemia and 
that the lesion was confused with essential hyperten- 
sion. 

The introduction of electron microscopy supplied the 
requirement of improved microscopy. The present study, 
using electron microscopy, discloses that the lesion is 
more complex than described, that it is not found at 
all in the normal pregnant woman, and that it appears 
to be the pathological manifestation of toxemia in preg- 
nancy. 

Almost all cases studied were ward patients at the 
Mount Sinai Hospital. Since April, 1958, a total of 90 
biopsies have been performed on patients ranging from 
15 to 40 years of age. 

Electron microscopy of a normal glomerular capil- 
lary loop shows the capillary lumen is almost equal 
to the space enclosed by the basement membrane. The 
endothelial cell cytoplasm is very thin. A filtrate of 
the plasma is thought to pass through endothelial cyto- 
plasm, and basement membrane, and either between or 
through the epithelial foot processes to Bowman’s 
space, whence it travels to the renal tubule lumen. 

The lesion of preeclampsia is characterized by three 
changes in the glomerulus. First, there is marked 


The only comforts lacking were seats. Otherwise, they 
conventioneers had natural air-conditioning and o 
unobstructed view of the Hawaiian-Tahitian floor show 
highlight of the luau, from the high-dive board, 


swelling of the endothelial cell cytoplasm. Secondly, an 
amorphous deposit is present both underneath the 
basement membrane and in the cytoplasm of the endo- 
thelial cell. The exact nature of the deposit is not 
known; however, it is apparently not living material. 
Thirdly, there is an apparent increase in the number 
of intercapillary cells to the extent that they burst their 
boundaries and encroach on the capillar lumen. 

The lesion was found in all cases of preeclampsia, 
no matter how mild, even in those without proteinuria. 
The pathology persisted during the course of toxemic 
pregnancies in spite of vigorous therapy of sedation, 
diuretics, low-salt diet, and hypotensive drugs, and in 
spite of clinical improvement of blood pressure, edema, 
and proteinuria. After evacuation of the uterus the 
lesion disappeared.—Albert M. Altcheck, M.D., chief 
of the toxemia clinic, assistant attending obstetrician 
and gynecologist, The Mount Sinai Hospital, New 
York, N. Y. 


Correlation Between Survival 


And Tissue Culture Growth of Tumors 

It is well-known that two patients with similar cancers 
clinically and histologically may receive similar ther- 
apy, yet one may die of her disease, and ‘the other be 
cured. 


Aloha means hello and goodbye. Lovely young girls greeted guests in 
the traditional Polynesian style on arrival at the luau; everyone joined 
in singing “Aloha” when it was all over. 
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If we could predict before treatment, or early in its 
course, Which patients would do poorly following 
therapy, the treatment might be better individualized. 

In our present study, the growth of the patient’s tu- 
mor cells in cultures containing her own blood serum 
were compared with their growth in cultures contain- 
ing blood serum from healthy individuals of the same 
sex, color, era of reproductive life, major blood group 
and Rh factor. The patients were followed clinically for 
five to 10 year's, unless death intervened. 

Those patients whose serum produced significant del- 
eterious effects against the growth in tissue culture of 
their own tumor cells were, in general, the subjects who 
survived. Where the cells grew as well or better in the 
patient’s own serum than in that of the control, the pa- 
tient usually succumbed to her malignancy. 

Twenty-three patients’ tumor explants grew as well 
or better in the culture media containing their own 
blood serum than in that containing control serum. 
Twenty of these patients are dead of cancer. Seventeen 
patients’ explants grew more poorly in their own blood 
serum than in the control serum; 14 are living and well. 
Three have died of their malignancies. Thus, better or 
equal growth of the patient’s tumor cells in her own 
serum, compared with their growth in the medium with 
control serum, was correlated with poor outcome. 
Eighty-seven percent of such patients have died of their 
malignancies. Contrariwise, poorer growth of the tumor 
cells in media with autogenous serum was correlated 
with a favorable clinical outcome. Eighty-two percent of 
such patients are alive and clinically free of disease five 
to 10 years later. 

The results appear to demonstrate that the sera of 
some patients with cancer has the ability to inhibit the 
growth of their tumor cells, at least in tissue culture. 
The data presented give no evidence that such serologic 
factors, if they exist, are related to the cause of surviv- 
al. However, research in the direction of identifying 
and enhancing serologic factors might prove fruitful. 
Such research might lead to a mode of treatment of 
malignancy which would indeed be ideal, since serologic 
factors against cancer could operate even in instances 
where there are extensions of the disease which are in- 
accessible to irradiation or surgery.—Alan Rubin, M.D., 
department of obstetrics and gynecology, Hospital and 


School of Medicine, University of Pennsylvania, Phila- 
delphia, Pa. 


A New Interpretation 
Of Premenstrual Tension 


Symptoms of premenstrual tension vary according to 
the sensitivity of the patient and may persist after the 
onset of menstruation. In 76 percent of the cases ob- 
served, there was swelling of the breasts and abdomen, 
edema of various tissues, cephalalgia and increase in 
Weight, as well as increased appetite and occasional 
backache. 

The normal premenstrual phase is characterized by 
adr Op in the estrogenic and progestational levels. There 
is a large group of symptoms that we can attribute to 
the lowering of gonadal hormones. 


JUNE, 1951 


A low gonadal hormone level produces a psycho- 
dynamic response characterized by depression, inse- 
curity, and a strong need in the patient to have her 
demands gratified or satisfied. Her psychological reac- 
tions are primarily related to the fashion in which she 
accepts menstrual flow, and the manner in which she 
subconsciously utilizes this to express her environmen- 
tal difficulties or interpersonal problems. This explains 
why some women show severe symptoms in different 
months, whereas they show no symptoms at all during 
vacations, or when the problems in their daily lives are 
solved. It is important to observe here that dysmenor- 
rhea and premenstrual tension are frequently suffered 
simultaneously. 

We may conclude that there is a vicious circle in 
which the psychic stimulus, through the hypothalamus 
and the hypophysis, produce endocrine changes, which 
in turn stimulate emotional reactions and changes in 
attitude. 

The circle is interrupted at the moment that men- 
struation modifies both the psychic and the hormone 
bases which originate it. As the following menstruation 
approaches, the trauma again produces tension accom- 
panied by the full range of stress characteristics.—Hu- 
bert de Kantor, M.D., chief, maternity department, 
American British Cowdray Hospital; assistant profes- 
sor, gynecology, Universidad Nacional Auténoma de 
Mexico, D.F. 


SO COOL... 
COMFORTABLE 
NO. 1.CHOICE 


OF NURSES, FOR 
OPERATING AND DELIVERY 


ROOM, LAB AND NURSERY 


or 
Write for illustrated catalog. 
HOLLYWOOD 


TURBAN PRODUCTS CO. 
1104 $. Wabash Ave., Chicago 5, Ill. 


NURSE'S 
SURGERY 
CAP 


IMPROVE 
OPERATING ROOM EFFICIENCY 


Use Steri-Spools® in a 
Halliday Wire Cutting 
Dispenser 
Superior Surgical Wire on 
stainl steel spools. Ready 
to autoclave. 

B&S Gauge 18 to 40. 


NO SNARLS — NO KINKS 
NO WASTE 


If your dealer cannot supply, 
write to the manufacturer — 


THOMAS W. HALLIDAY 
911 N. WESTMOUNT DRIVE 
LOS ANGELES 46, CALIF. 


*Trade Mark Registered 
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Reduce bedfalls! 


by equipping all beds with 


Hill-Rom Safety Sides 


Records show that approximately 65% of all hospital 
accidents occur in the patient’s room or ward—within 10 feet 
of the bed. In one study of 614 cases, 46% of the accidents 
resulted from a fall out of bed. 

Many of these bedfall accidents happen in one of two ways: 
1. When the patient awakens at night, forgets he is in a hospital 
bed, and misjudges the distance to the floor. 2. When a patient 
attempts to get out of bed without help, and has nothing to 
support himself. 

Hill-Rom Safety Sides serve to nrevent or minimize both of 
these types of accidents. If the patient tosses and turns in bed, 
Safety Sides will caution him that he is in danger of falling. If 
he continues to roll he will be caught at hip level and will come 
out of bed with feet to the floor. When a patient first tries to get 
out of bed without help he instinctively grasps the Safety Side 
to support himself. 

Hill-Rom Safety Sides will fit any bed—without the need for 
shims or other adjusting device. 

~ 
For complete information on Safety Sides, send for Instruc- 
tion Manual No. 1, by Alice L. Price, R.N., M.A., Nurse 


Consultant for Hill-Rom and author of several leading text- 
books on Nursing. 


HILL-ROM COMPANY, INC. « Batesville, Indiana 


For further information see postcard opposite page 142. 


SCANNING 
(Continued from page 9) 


processing, and diagnostic decision 
are made entirely by technicians anj 
machines. The physician needs t 
read and interpret only those ree. 
ords which are recognized by the 


| ‘computer as being abnormal. 


Heart electrical output records of 
2,900 patients of the Mt. Alto VA 
Hospital have been recorded op 
magnetic tape and converted into 
numerical form for processing by a 
computer at the Bureau of Stand. 
ards. Four other VA hospitals are 
participating in the research. Dr 
Pipberger is aiming at fuller studies 
of patients, so that the computer can 
be used for diagnosis of conditions 
leading to coronary thrombosis, be- 
fore the actual heart attack occurs, 


Heart Patients Troubled by 
Salt of the Earth 

Salt found in the earth—especially 
that found in the midwest—can 
cause difficulty for heart patients 
by interfering with their 
sodium diets. 

George B. Elliot and Elizabeth A 
Alexander, members of the depart- 
ment of biochemistry, Calgary 
(Alta., Can.) General Hospital, sug- 
gest that when a conscientious pa- 
tient’s low-sodium diet seems to 
fail, the soil should be suspected. 

The two chemists cite cases of 
twe patients who had _ recurrent 
bouts of edema at home where the 
water supply came from _ private 
wells filled by seepage. through the 
soil. When these patients were hos- 
pitalized in Calgary, the patient's 
fluid accumulations cleared up. Yet, 
apart from their drinking water 
(Calgary gets its water supply from 
a Rocky Mountain river), the pa- 
tients had undergone no change in 
their therapeutic, dietetic, and ex- 
ercise patterns. 

The two scientists mapped the 
southern Alberta plain according to 
the sodium content of its water sup- 
ply. They found that water from 
mountain rivers was generally low 
in sodium, but water from many 
private wells was so high in taste- 
less sodium that a patient on 4 
low-sodium diet drinking just two 
glasses a day would far exceed his 
maximum sodium allowance. 
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SHOW THE PROUD 
PARENTS YOU SHARE 
HEIR PRIDE... 

GIVE 


BIRTH CERTIFICATES 


In public relations, as in friendship, it’s 


often the “little things” that count most. 
A birth certificate may seem to be small 
amid the complicated details of running a 


hospital. But anything connected with 


the birth of a baby is magnified in the 
eyes of the parents. That’s why Hollister 
Inscribed Birth Certificates are such 
effective builders of goodwill. 


In every way a Hollister Certificate shows 
that you care . . . that you too are proud 
of the important event. Styled by leading 


al designers and LithoGraved® on finest 


diploma parchment paper that will never 
fade, Hollister Inscribed Certificates are 
appreciated for their Heirloom quality. 
The cost is small, but the goodwill 
earned is priceless. Send for your new 
portfolio—including actual samples—of 


Hollister Inscribed Birth Certificates. 
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Stored Skin Maintains 


Viability for Delayed Autografts 


By Irving Feller, M.D. and M. S. DeWeese, M.D." 


Modern methods for the preservation of skin, first 
used by Alexis Carrel in 1912, have contributed to 
successful procedures for delayed skin grafting in 
wounds. Subsequent to Carrel, most of the literature 
deals with the storage of skin for homo-transplanta- 
tion. In 1925, a technic was reported that delayed the 
application of split-thickness autografts for six hours 
after their removal. Since that time, methods of 
storing viable skin have been constantly improved. 

The initial graft of split-thickness autogenous skin 
does not always take. When a large denuded defect 
results, the epithelization is incomplete. Pinch grafts 
used to cover the defect are also often unsatisfactory. 
The application of another continuous split-thickness 
graft is the most satisfactory method of covering the 
defect. 

We have found that it is possible to reapply the 
split-thickness graft without subjecting the patient to 
another operating room procedure. At the time of the 
original grafting, more skin is taken from the donor 
site than is needed for the initial graft. This surplus 
skin is then stored in the skin bank refrigerator and 
is available in the event the grafting procedure must 
be repeated. 

We have used delayed autografting procedures 
primarily for burn wound cases, but the method has 
also been successful in treating defects caused by 
carcinoma surgery and cutaneous ulcers. 

A standard procedure has been developed in the 
obtaining and storing of skin for autografting. We 
use four-ounce wide-mouth jars as storage containers 
for the skin specimens. These are the white opaque 
glass variety, used partly because they are easy to 
obtain, and partly because they minimize the effects 
*A report of the use of stored autografts by Drs. Feller and 
DeWeese first appeared in the Sept., 1958 issue of Surgery, and 
some of the material from that article is used with permission 
of the publishers, the C. V. Mosby Co. 


‘Department of Surgery, University Hospital, University of Mich- 
igan, Ann Arbor. 


JUNE, 196) 


of light on the specimens and the solution. Our supply 
room keeps a regular inventory of these jars and we 
requisition them as they are needed. 

To prepare the jars for the grafting procedure, 
they are first packed with a sheet of instructions to 
the surgeon and the nurse dealing with the storage 
of the skin. The instruction sheet reads as follows: 

Method for Storage of Skin Autografts 
1. Obtain one-third to one-half more split-thickness 
skin than is required to cover defects. 

2. Place cut surfaces together by folding specimen 
once. 

3. Place skin on 4x4 sponge that has been moistened 
with Hartman’s solution. 

4. Roll sponge containing tissue and place in a sterile 


At the time of the original grafting operation, an extra 
amount of skin is taken, prepared, and stored for subse- 
quent use in a delayed autografting procedure. 
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glass jar, available as “skin bank jars” in the supply 
room. 
5. Label jar with patient’s name, registration number, 
and date. 
6. Add two ounces of “skin bank fluid,” which is kept 
in the refrigerator, to the storage jar and seal with 
one-inch tape. Place jar containing specimen in the 
operating room refrigerator immediately. 

At the time of the original graft, the jar is opened, 
the instructions removed, and the jar and lid are 


sterilized. When the surgeon has removed the skin | 


and followed the instructions, the “skin bank fluid’ is 
added and the jar is placed in the refrigerator, and 
maintained at approximately 4° C. 

The fluid used is a standard preservative medium 
used by others for storing skin, which has been 
altered to meet the particular needs of this technic. 
It is made up of the following, and is a modification 
of Hank’s Solution: 


Balanced salt solution (BSS) 10x 80.0 ml 
Water for injection 615.0 ml 
Normal human plasma irradiated 200.0 ml 
Neomycin sulfate powder 0.5 Gm 
Water for injection 105.0 ml 


Aseptic technic is maintained throughout, and 
sterile equipment is used. A sterility test of the 
solution is run. The solution is then filtered into a 
sterile Erlenmeyer flask. The pH is checked (it 
should be 6.8), and the solution is emptied aseptically 
into 90-ml sterile containers. Sterile stoppers are 
applied, the containers are inspected and capped, 
labeled “Skin Bank Fluid”, and placed in the refrig- 
erator. 

We bottle the fluid in small containers for a reason. 
The entire contents of one of the containers is used 
in the storage of one specimen of skin. Other bottles 
are not disturbed, and asepsis is maintained. 

The solutions are prepared by our hospital phar- 
macist. The plasma is obtained from the blood bank, 
and is separated from outdated whole blood. - 

If the preserved skin is not used within a period 
of two weeks, it is transferred from the operating 
room refrigerator to the refrigerator in the skin bank. 
When a patient’s initial autograft takes, and the extra 
stored skin is not needed, it is stored in the homo- 
graft bank for possible use in other patients. 


At the time of the delayed autografting procedure, the 
preserved skin specimen is removed from the skin bank jar. 
Only basic instruments are needed for the grafting. 


Application of the stored skin is carried ot in 
much the same way as a primary graft. We have 
modified the operation somewhat to enable the ¢graft- 
ing to be done in the ward treatment room, sparing 
the patient another operating room procedure with 
general anesthesia. The following sterile supplies are 
placed on a large table: 

4 sterile towels 

4x8 dressings - 3 packages 

cotton balls 

4 hemostats 

scissors 

needle holder 

scalpel 

2 sterile sheets 

4x4 dressings - 3 packages 

2 basins 

2 forceps 

Xeroform gauze 

6 towel clips 

5-0 chromic gut sutures with Atraumatic needles 
attached. 

Sterile gown, caps, masks, and gloves, and 1,000 ml 
Ringer’s solution, pHisoHex, tincture benzoin, and 
Ace and Elastoplast bandages should also be avail- 
able for the procedure. 

The patient is given a combination of narcotic and 
hypnotic one hour before the procedure. The mobile 
stretcher on which he is brought to the treatment 
room serves as the operating table. The defect site 
is washed with pHisoHex solution and gentle debride- 
ment is done when necessary. The wound is rinsed 
with Hartman’s solution. The field is then draped, 
and the granulation tissue is abraded with dry gauze 
to promote surface oozing. High granulations are 
trimmed off with a scalpel. Moist dressings are ap- 
plied to the surface for approximately five minutes 
to achieve hemostasis. 

During this time, the stored skin is removed from 
the storage jar and applied. It is not rinsed, but is 
applied immediately to the defect and trimmed to fit. 
Excess skin not used is returned to the skin bank jar 
for subsequent storage. 

If the graft involves an extremity, the graft is not 
usually sewed into position. If sutures are necessary, 
the use of 5-0 chromic catgut with an attached 


The recipient site is prepared for grafting. When the site 
is infected, preparation includes multiple dressing changes 
and saline soaks over a three to four-day period. 
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atraumatic needle is preferred. This type of suture, 
places within three millimeters of the edge of the 
wound, causes little discomfort to the patient. 

A single thickness of well-wiped Xeroform gauze 
is applied to the graft. Cotton balls soaked in Hart- 
man’s solution are placed over the gauze to provide 
even pressure. An occlusive dressing, reinforced by 
an elastic bandage, is then applied. Tincture of ben- 
zoin is recommended before the application of ad- 
hesive tape dressings. When the wound is near a 
joint, a light cylindrical cast is applied to immobilize 
the joint and promote healing. 

The adaptation of this delayed autografting pro- 
cedure tc the ward treatment room has certain 
advantages. It frees the operating room for other 
work. It spares the patient another operating room 
procedure, and from the pain involved in creating 
another donor site. The grafting can be accomplished 
in about 30 minutes, depending upon the experience 
of the surgeon, and the patient rarely requires an- 
esthesia other than the narcotic already given. How- 
ever, local anesthesia may be used in extreme cases. 
A trained assistant is not necessary for the procedure; 
the help provided by a nurse’s aide has been found 
adequate. 

We have found in our series of delayed autografts, 
that the percentage of “take” of the stored autograft 
was greater than that of the fresh autograft in six of 
10 cases. This seems to indicate that the viability of 
the skin can be maintained by the type of storage 
used. 

Eighteen stored cutaneous autografts were applied 
to 13 patients during a six-month period. The patients’ 
ages ranged from two months to 75 years, and most 
of the lesions treated were burns, although other 
wounds were also successfully treated in this manner. 

In eight of the grafts, fresh autogenous skin had 
not been previously applied. In the other 10 cases, 
stored skin was applied because of the failure of the 
original to take. 

Skin stored from seven to 23 days remained viable. 
In one case there was contamination of the storage 
medium with Pseudomonas organisms; however, the 
skin remained viable and took on two separate oc- 
casions without complications. 

In two cases, small autografts were saved and 
stored at the time of initial partial autografting of 
large burn areas. These stored autografts were re- 
applied in the operating room at the time of the next 
grafting procedure. At the final procedure for one of 
the patients, skin was stored and later used to cover 
areas that did not take. This last procedure was 
carried out in the ward treatment room in the man- 
ner described. 

Of the 12 stored autografts applied in the ward 
treatment room, one provided inadequate coverage, 
and further autografting was considered necessary. 
Followups on all cases have been satisfactory, for 
periods of three years or longer, and it has been 
noted that the sites covered by stored autografts are 


indistinguishable from those covered by fresh auto- 
grafts 
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A total of 47 autografts were stored from this 
group of patients. Twenty-nine that were not needed 
were either sent to the laboratory for tissue survival 
and bacteriology studies, or were transferred to the 
skin homograft bank if the segments were large 
enough. 

Storage periods for the 29 specimens varied from 
one to three months. Microscopic sections were made 
in each case, and viable skin was found in the older 
specimens as well as those stored a shorter time. 

A bank for cutaneous autografts can be useful to 
the surgeon. In addition to its use in the treatment 
of burns and other lesions described, the technic is 
applicable to other types of wounds as well. In pa- 
tients with wounds resulting from trauma which can- 
not be closed or grafted primarily, skin for storage 
may be taken while the patient is anesthetized for 
initial debridement. 


Autografts in place, shown immediately after the procedure 
was carried out in the ward treatment room without gen- 
eral anesthesia. 


Healed delayed autografts one month after application ap- 
pear identical to fresh autografts. 
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BY CARL ‘WY. WALTER, M.D. 


Assisted by Dorothy W. Errera, R. N. 


Q. Which department in the hospital is best able 
to make up packs for surgery, the delivery room, and 
the nursery? It has been suggested that we move this 
operation from the supply room to the laundry. The 
distance between the two departments would make 
constant supervision impossible. I do not believe the 
average laundry worker could be trusted with this 
operation. 

A. You know best the caliber of personnel available 
in your community, the quality of teaching in your 
department, and the amount of supervision available; 
so you are best qualified to decide this issue. 

The laundry is a logical place for assembly of 
packs, and laundry employees have performed this 
duty satisfactorily in many hospitals.* There are no 
particular skills involved, and an average laundry 
worker could be an excellent choice for the job. An 
inherently clean, neat, conscientious lay person might 
consider the job a challenge and perform moré ex- 
actly and efficiently than a professional or semi-pro- 
fessional worker who might find the task menial and 
lacking in prestige. 

Success beyond this depends on your teaching. Su- 
pervision need not be constant. Occasional errors will 
become apparent as packs are used. Photographs of 
pack arrangements, specific instructions for assem- 
bly, and a reasonable work schedule will contribute 
to the success of the operation. 


Q. We have been autoclaving ureteral catheters 
without stylets, but because the surgeon complains 
that the catheters are not rigid enough, we would 
like to sterilize them with stylets in place. Will there 
be any interference with sterilization? 

A. Catheters can be sterilized with stylets in place. 
The catheter is rinsed as usual with distilled water 
immediately before sterilization to provide the nec- 
essary moisture for steam sterilization. The fit be- 


*See “How Our Laundry Washes, Wraps Gloves and Surgical 
Packs we Charles B. Cook, in the September, 1958 issue of 
HOSPIT TOPICS, pp. 131-135.—ED. 


tween stylet and catheter is seldom so snug as to 
interfere with air clearance. 


Q. Do you have to leave one end of cellophane tub- 
ing open during sterilization? Isn’t there danyer of 
contamination when the open end is closed ut the 
end of the cycle? Can this tubing be reused? 

A. When catheters packaged this way are sterilized, 
one end of the tubing is left open to provide access 
for steam, to prevent sticking of the cellophane to 
the catheter, and to prevent bursting fractures of 
the tubing, which are not uncommon when the pack- 
age is sterilized with both ends closed. 

The open end is long enough so that the masked 
worker who completes the seal at the end of the 
cycle is not likely to contaminate the contents. 

The cellophane tubing is too inexpensive to justify 
the time and effort of collection and inspection for 
defects before reuse. 


Q. Do you approve of suction lines coming into the 
field from overhead? The reason given is that this 
system removes the tubing from the floor. 

A. Overhead suction is a distinct hazard. The hori- 
zontal run of tubing is never sterilized, and the ac- 
cumulations of contaminated material drool back into 
the wounds forever. 


Q. We have objections from scrub nurses to steriliz- 
ing instruments unlocked because they must stop 
to lock them before passing them to the surgeon. 

A. Nurses’ convenience remains secondary to pa- 
tient safety. Instruments are sterile only when all 
surfaces are exposed to microbicidal steam, and 
steam cannot penetrate the tightly apposed box locks 
and ratchets. 

Inasmuch as the surgeon has to open the instru- 
ment before use, why not explore the possibilities of 
passing ringed instruments in a closed but unlocked 
position? The saving in energy and minimizing of 
fatigue for the surgeon are noteworthy. 


Q. A recent abstract in the O.R. bibliography sec- 
tion in Topics mentioned cellulose wadding con- 
taminated with Psuedomonas. What was the source 
of organisms? 

A. The Pseudomonas is found everywhere— in soil 
and water. It probably came with the cotton used for 
the cellulose wadding, and because British cotton is 
not routinely bleached or soda-boiled, it persisted in 
the finished product. 


Q. We are not sure how we should get rid of left- 
over ether. The anesthetist is inclined to pour ii down 
the drain. 
A. If there are large quantities of ether to he dis- 
posed of, the local fire department will assume re- 
sponsibility. If the quantities are small (pints or 
quarts), the containers are emptied somewhere out- 
doors. They should never be emptied down a drain. 
The hazards attached to this practice are legion 

The economical solution is to donate this ei er to 
laboratory use. 
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American College of Surgeons 


Radiation and Chemotherapy, Cancer 
In Children Topics at ACS Sessions 


Topics’ nurse consultant, Dorothy W. Errera, contin- 
ues her report on the recent meeting of the American 
College of Surgeons. The first installment appeared 
in the May issue, pages 79-83. 


Radiation and Chemotherapy 


Disturbing Side-Effects Caused 


By Hormones, Cytotoxic Agents 

Side-effects of hormone therapy are disturbing for 
the patient. The skin may become coarse, the voice 
deepens, hair appears on the face and body, emo- 
tional changes are common. Nausea and vomiting, 
painful breasts, and excessive vaginal bleeding are 
all common to this therapy. Fluid retention, edema, 
and congestive failure are not uncommon. 

A low-salt diet, strict intake and output, and 
daily weighing are all important. 

When hormones are no longer helpful, the cyto- 
toxic agents may be used. The nurse must know 
which agent is being administered and its particular 
toxic effects. Nitrogen mustard, for instance, causes 
nausea and vomiting and burning and slough if in- 
jected in the subcutaneous tissues. 

The patient or someone in the family must be 
aware of the diagnosis and what the treatment in- 
volves. Though the patient may not be told all the 
finest details of her case, she should know the truth. 
She should have kindness, understanding, and an op- 
portunity to talk about her illness.—Nadine R. Lan- 
dis, R.N., assistant director of nursing service, Hos- 
pital of the University of Pennsylvania, Philadelphia. 


No Way to Predict Improvement 
With Specific Hormone Therapy 


Hormonal agents help the tissues convert to a posi- 
tive nitrogen balance; the patient’s appetite improves, 
and general over-all improvement is significant. 
These agents are chosen for their specific action in 
dealing with cancer of the reproductive organs or the 
secondary sex organs. 

The prototype is carcinoma of the breast. Progno- 
sis is excellent if surgery is performed early. Some 
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malignancies of the breast will grow and spread ac- 
cording to the hormonal environment. Others are 
hormonally independent. Changing the hormonal en- 
vironment of the host and tumor may affect the sub- 
sequent development of metastases or may produce 
some remission in the development of metastases. 

There are no clues to the possible reaction to hor- 
mone therapy in the pathological specimen or the 
age of the patient. Whether the patient is premeno- 
pausal or postmenopausal is unimportant, but the 
absence or presence of the menses at the time the 
tumor appears is significant, and the fact that hor- 
monal action continues for five years after the last 
menses must be considered. Because there is no way 
to predict improvement with any specific therapy, 
the simplest things are tried first. 

With the first recurrence, the hormonal environ- 
ment is changed with removal of the ovaries. This 
may discourage metastases for one to two years. 
Male sex hormones may be tried next, and with 
subsequent remissions, adrenalectomy or hypophys- 
ectomy may be considered.—Sylvan Eiseman, M.D., 
associate professor of clinical medicine, University of 
Pennsylvania School. of Medicine, Philadelphia. 


Drawbacks and Potentialities 


Of Cancer Chemotherapy Considered 

What can be expected ultimately of drug therapy for 
cancer is anybody’s guess. It could eventually almost 
replace our conventional means of cancer treatment, 
or it may never be much more effective than it is at 
present. Judging from our progress in the last few 
years, however, it seems to me that we have a good 
deal to look forward to. 

Whatever we are planning to do to a tumor, it 
must not be something that the host cannot survive, 
nor should it be something which will interfere with 
any natural resistance the host may have to his 
tumor. On the: other hand, it may be possible to 
modify the individual bearing of the tumor in such a 
way that the tumor finds a less hospitable environ- 
ment in which to grow. 

(Continued on next page) 
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Though a cancer may seem to be a very abnormal 
type of growth, there appears to be little difference 
between the cells of malignant tissue and those of 
normal tissue as far as the chemical processes re- 
sponsible for “life” are concerned. This tends to al- 
low only a narrow margin of safety in attacking tu- 
mor cells with chemicals. Unless the drug can take 
advantage of some difference between normal and ab- 
normal cells, it will simply kill them all. 

An additional fact for consideration is the differ- 
ence in growth rate of tumors. Many people live 
comfortably for long periods harboring widely spread 
and abundant tumor tissue which is apparently stat- 
ic; others die within a few months of the first ap- 
pearance of their tumors. Evidently we do not neces- 
sarily have to destroy cancers; we may accomplish 
something worthwhile merely by slowing them down. 

One of the most effective ways of modifying the 
tumor’s environment is the administration of hor- 
mones, or the removal of glands producing them. 
Unfortunately, there is no general rule for predict- 
ing what kind of hormone to give, or whether or 
not any kind of hormone or gland removal will work. 
When however, one can expect that for about a 
year the tumor will be quiescent and may get small- 
er, and the patient will be essentially well. We have 
no idea why growth starts again, but it uniformly 
does. 

To treat the large group of tumors which arise in 
organs which are not under any known hormonal 
influence as far as growth is concerned, if surgery 
and radiation have failed, we must turn to cytotoxic 
agents. These are frank poisons. We hope that they 
will be more poisonous to the tumor than the host, 
but we must expect the host to show some toxic 
effects if we are to get anywhere with the tumor. 

None of these agents can be considered curative. 
At best they will improve things for a while. How- 
ever, the fact that they work at all encourages us to 
think that they can be improved. If we could hold the 
line for very long periods, this would amount to al- 
most the same thing as a cure. 

The alkylating agents can be thought of as a basic 
molecule of some type—a “carrier”—equipped with 
a warhead which can fasten itself onto certain types 
of molecules which cells contain. Though the war- 
head must remain pretty much the same, the carrier 
portion of the molecule can be greatly changed. It is 
hoped that such changes will produce drugs which 
are more powerful against tumors known to be sensi- 
tive to alkylating agents, or which will affect tumors 
that our current alkylators do not touch. These drugs 
are particularly useful in the management of leuke- 
mias and cancers of the breast and ovary. 

The antimetabolites work in essence by imitating 
the molecular structure of some important substance 
so closely that they can displace it, without, however, 
doing its job. These agents are synthesized according 
to a preconceived plan, which must be arrived at by 
knowledge of cellular biochemistry. The more that is 
learned of biochemical processes, the more effective 
the antimetabolites are likely to be. At present they 


have been useful especially for leukemias, but 5- 
Fluorouracil is also very promising for cancer of the 
breast and bowel. 

Because all these chemical agents injure bone 
marrow and the lining of the gut, we are generally 
limited as how much drug we can give a patient. If 
we could find a way to protect these tissues, obvious- 
ly we could give more drug and presumably get 
better effects from it. 

Isolated perfusion of these drugs seems like an 
excellent method, provided that the tumor is pretty 
much confined to one area, and that its blood supply 
can be isolated so that the drug does not leak out into 
the main blood stream. For certain tumors satisfying 
these criteria. such as cancer of the cervix, perfusion 
may prove to be very useful. 

In addition to the problem of toxicity, our other 
big difficulty is that cytotoxic agents tend to control 
the tumors they affect for only relatively short 
periods of time. Why tumors escape from control is 
not known; they may develop resistance, whatever 
this means, or they may contain different types of 
cells, some of which never were controlled in the first 
place. Possibly attacking the tumor with two or more 
different drugs, or with drugs and radiation, will 
help to delay relapse——Robert G. Ravdin, M.D., as- 
sistant professor of surgery, University of Pennsyl- 
vania School of Medicine, and director of neoplastic 
chemotherapy, Hospital of the University of Penn- 
sylvania, Philadelphia. 


Cancer in Children 


All Tumors in Children Considered 
Malignant Until Proven Otherwise 

Cancer kills more children each year than any other 
disease. It strikes at any age, with a peak between 18 
months and 4 years. Central nervous system tumors 
and lesions of the eye account for 30 percent; lymph- 
omas, leukemias, 20 percent; flank tumors, 20 per- 
cent, and miscellaneous tumors, another 30 percent. 

While adults have primary carcinoma—lesions aris- 
ing from epithelial tissues—children have sarcomas— 
lesions arising from the connective tissues. The latter 
are difficult to diagnose. A mature woman may have 
a cancer of the cervix; it will bleed early and treat- 
ment will be prompt and curative. But a little girl 
with a lesion in the same area will not have carcinoma 
of the cervix but a cancer of the uterus. The first 
symptoms appear when it has metastasized to the 
lungs or when a large mass protrudes from the cer- 
vix. 

All tumors in children must be considered malig- 
nant until proven otherwise. They must be biopsied, 
not by sectional biopsy but with excisional biopsy. 
There is no excusing the physician who sees a lump 
which he cannot explain and who ignores it as some- 
thing that will eventually disappear. 

Any recurring symptoms in children such as nose- 
bleeds or girdle pain should be considered as pos- 
sible signs of cancer. 

Often there are symptoms which seem unr: lated 
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» tumor formation or which may mimic another more 
easily recognized disease. For instance, 13 patients 
yith an ultimate diagnosis of neuroblastoma were 
admitted with the diagnosis of rheumatic fever. 

Then, there is the group of children who have 
nonspecific symptoms that take them to child guid- 
ance clinics or ancillary problems such as the wound 
that does not heal after treatment of an abscess. This 
soup must also be surveyed for possible malig- 
nancies -C. Everett Koop, M.D., professor of pediat- 
rie surgery, University of Pennsylvania School of 
Medicine, Philadelphia. 


Emotional Impact Great on 
Patient, Family, Nurses 
There are problems with both patient and personnel 
in the care of children with cancer. The problems of 
physical care are great during the acute phase, but 
the emotional impact is even greater. The changes in 
the child’s physical appearance are difficult to accept. 
It is most important that the nurse transmit to the 
child the idea that his appearance does not make any 
difference; that she does not reject him and that 
she will care for him no matter how he looks. Some 
nurses cannot help expressing their distaste for han- 
dling a baby with an ugly tumor. 

Parents are also affected by physical changes. They 
bring in pictures of the child taken before the change 
to prove to the world that the sick child is not the 
original product. They remember the child as nor- 
mal and healthy. Parents have a need to visit the 
child frequently and at odd hours which may give 
the nurse the feeling that they are checking on care. 
They ask often about the prognosis and may deny 
that the child is to die. They may insist that the 
laboratory studies are wrong or that pathology speci- 
mens were mixed. They may feel guilty and worry 
about heredity factors. 

The parents must be allowed to express all these 
feelings, and the nurse must take into consideration 
the cultural differences in expressions. There seems 
to be some therapy in allowing parents to participate 
in the child’s care, and reassurance seems to come 
from discussing the situation with other parents. It 
is difficult for them to watch another child with a 
similar affliction die, and they seem to have a great 
need to be present at the time their own child dies. 

It is often difficult to know what to say to the par- 
ents of a dying child, and deeds can often transmit 
more than words. If the child is cared for with ten- 
derness as well as efficiency; if there is a willingness 
to listen to the parents, the impression created is gen- 
erally one of kindness and sympathy. 

Despite a long program of excellent nursing care, 
parents often write a scathing letter after the child’s 
death complaining about the quality of care. 

Terminally, the child has great pain, and this is 
wy difficult to watch. There may be profuse bleed- 
ing in children with leukemia, which is also difficult 
to see. Student nurses state the most distasteful peri- 
od in their ‘raining is the time spent caring for the 
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terminally ill or dying child. They become involved 
emotionally. They function as mothers as they care 
for the child, and the feelings evoked are different 
from those associated with adult care. 

When a nurse reacts to the death of a child, she is 
reacting with maternal feelings. In longterm care, it 
is good if the child can be cared for by the same 
nurse, but this may be very traumatic emotionally 
for the nurse. She can express her feelings by crying 
or talking, and everyone should remember these 
are normal outlets which need only be handled so 
that the nurse’s professional accomplishments are not 
diminished. 

The death of a child affects a whole hospital unit. 
Depression overcomes everyone, and from time to 
time, the hospital community must be reminded that 
there are also successes in cancer therapy—Erna I. 
Goulding, R.N., director of social work department, 
Children’s Hospital, Philadelphia. 


Child or Infant Good Surgical Risk 

If Unique Characteristics Given Attention 

One usually thinks of size as the distinguishing fea- 
ture when discussing pediatric surgery in contrast to 
adult surgery. Actually, size makes little difference. 
It is the reaction to trauma of the surgical procedure 
that is markedly different. 

The young child or infant has great resistance to 
this trauma. He comes through the surgical procedure 
well, and tolerates general anesthesia better than 
the adult. The cardiovascular system is flexible; 
there is great ability to withstand anoxia. 

The newborn is the best surgical risk of all. He 
has his mother’s physiology and an abundance of red 
cells, and seldom has complicating medical diseases. 
There is no rationale for postponing elective surgery 
in children. It causes the child to be brought up in a 
situation of handicaps. Furthermore, the best results 
are obtained with early repair of congenital defects. 

The young surgical patient has remarkable powers 
of recovery if a few unique characteristics are given 
proper attention. In adults, volume of blood loss is 
considered, whereas in children, volume is substituted 
with “percentage” of blood. A loss of 30cc. to the 
adult is negligible in terms of his total circulating 
volume, but in the newborn, this loss may represent 
frank hemorrhage. In a 61%2-pound infant, 30 ce. of 
blood represents 10 percent of the total blood volume; 
in an adult, a 10 percent loss would be 900 cc. (In 
experiments, the speaker stated that he went into 
hypovolemic shock with a loss of 750 cc.) 

Failure to understand the child’s cardiovascular 
system may result in overloading him with intra- 
venous fluids. Rate of flow is very important. The 
newborn can take great quantities of fluid if the ad- 
ministration is spread out over the day, but even a 
small amount run in rapidly can create a situation 
of overloading for the infant. When adjusting intra- 
venous equipment, it is imperative that no more fluid 
be in the container than the child could accommodate 

(Continued on page 103) 
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Vaginal Surgery Leg Holder 
Proves Boon to Patient, Staff 


Above: The Waters leg holder is made of 
tubular steel, and fits into sockets on the 
operating table. Forward ends of the sup- 
ports point toward the head of the table 
and are aligned with the outside edges. 


Left: Patient is placed in normal position 
with the base of the spine on a line be- 
tween the two locking socket devices. The 
“S" on the patient's side shows positioning 
of the superior iliac spine; the ‘‘T” re- 
presents trochanter. 


Below: Sponge is inserted in zippered sec- 
tions of support slings. The knee and foot 
are placed in the slings, and ‘‘S'’’ hooks 
attach the slings to chains on the holder. 


Proper positioning of a patient for vaginal surgery is one of the 
most critical aspects of the procedure, but is often the most neg- 
lected. The widely used means involve mechanical contrivances 
which flex the thigh on the abdomen and the leg on the thigh, 
placing the lumbar spine in the flat or “neutral” position of ab- 
normality. 

A new type of leg holder for such surgery has been developed 
by Edward G. Waters, M.D., Jersey City, N.J., who reports that 
it has become highly regarded at Margaret Hague Hospital, and 
is used by the staff for most vaginal surgery performed.* 

The holder is simple to use, and affords facility and convenience 
for the nurse in draping the patient satisfactorily in the extreme 
of the lithotomy position. The preparation of the operative field 
is easier, and draping under the buttocks provides safety from 
contamination. 

The holder has been used in several hundred surgery cases, 
without any untoward reactions. It is especially good in the elder- 
ly patient since there is no acute flexion of any joints involved 
by arthritis. Patients up to 85 years of age, and others weighing 
up to 320 pounds have been easily and properly positioned. 


*The holder is presently being manufactured by the Swan Engineering Co., 
Bloomfield, N.J. 
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Patient shown resting comfortably in the holder, on the full breadth 
and length of the back. This gradual positioning bend makes for 
excellent expanse in all ages, including patients with arthritis, 
ankylosis of the knees, and other limiting conditions. The L-shaped 
foot slings fit around the patient's feet, forming a shoe. The knee 
supports are loosely applied, and serve only to stabilize the patient 
and keep the thighs from pressing in the center of the abdomen. 


ACS SESSIONS 

(Continued from page 101) 
if someone should by chance open the drip flow to 
maximum flow. 

Kidney function is not well developed in the first 
few weeks of life; the regulatory mechanisms of the 
endocrine system are not developed, and responses to 
stress are less well developed than in the adult. Be- 
cause the respiratory system is poorly developed, an 
infant can respond to distress only by increasing the 
rate of respiration. An exhaustion phenomenon takes 
over, and death results. There is no diminution of 
rate; no prodromal symptoms of exhaustion. Sudden- 
ly, the infant takes a last breath and is dead. It is 
imperative to anticipate this distress and start treat- 
ment early. 

Diagnosis in the young patient is difficult. Facts of 
history and physical must be obtained from the par- 
ents; certain signs elicited in the adult are lacking 
in the infant or newborn, and there is a major dif- 
ference in psychological care. There is never the sin- 
gle patient to consider; there are always two parents 
and sometimes four grandparents, all with questions 
that must be answered many times and in great de- 
tail. Any surgical procedure on a child or infant is a 
major catastrophe to the family. 

Anesthesia is the keystone to success in pediatric 
surgery. The technics of careful intubation; ad- 
ministration of cyclopropane to put the child to sleep 
without emotional trauma; the use of muscle relax- 
ants: the effort put into making the hospital experi- 
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ence a pleasant one so that readmission will not be 
a source of dread—all these are essential features. 

The technic of surgery is not as important as the 
timing. The size of instruments is not necessarily 
significant, since they must fit the surgeon’s hands in 
any case. But tissue handling must be gentle in the 
most precise sense of the word. The least bit of 
edema in the tiny intestine of the newborn can result 
in catastrophic obstruction. 

Dressings and bandages are omitted when possible. 
They only irritate the child, and the removal of ad- 
hesive tape is a painful experience that persists in 
the memory. ' 

The team approach is absolutely necessary in 
treatment of the young patient. It would be impos- 
sible to anticipate any success in pediatric surgery 
without good nursing care. This has been made dra- 
matically apparent in a study of mortality statistics 
in one clinic in which the organization of nursing 
units has made inroads on previously acceptable mor- 
tality figures for the newborn. 

Adults have certain reserves in the postoperative 
period. If the intravenous infusion or the Wangen- 
steen suction stops, it can be restarted with no seri- 
ous complications. But in the infant or newborn, 
these reserves are lacking, and postoperative care 
must be continuous with no lapses. Constant observa- 
tion by the nurse is needed to anticipate or detect 
changes in condition and treatment.—C. Everett 
Koop, M.D., professor of pediatric surgery, University 
of Pennsylvania School of Medicine, Philadelphia. 
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SELECTED BIBLIOGRAPHY 


By Dorothy W. Errera, R.N. 


Gifford, George E.: “Occurrence of 
Morpholine in Steam and its Solu- 
tion during Autoclaving.” J. Bact. 


80:278; August 1960. 


To prevent rusting, foaming, 
and so on in steam lines, certain 
chemicals are added to boiler 
water at the steam plant. One 


of these is a volatile amine, 
morpholine. It reacts with car- 
bon dioxide and prevents corro- 
sion of steel pipelines. 

The bacteriology department 
concerned with this report 
traced their difficulty in culti- 
vating certain cells to toxic au- 
toclaved media. They were able 
to show that morpholine was 
carried over in steam to the au- 
toclave and was also found in 
the product of laboratory stills 
that condensed steam from steam 
lines. 

No toxic levels were found in 
any samples, but the authors 
propose to investigate the like- 
lihood of cumulative effects. 


Bruch, Carl W.: “Decontamination 
of Enclosed Spaces with Beta-Prop- 
iolactone Vapor.” AM. J. Hyg.: 73:1: 


January 1961. 
A variety of spaces in a hospi- 
tal with an epidemic problem of 
staphylococcal sepsis was de- 
contaminated and the process 
evaluated: 

1. An operating room with all 
normal equipment except anes- 
thesia tanks-—-a total of 1,800 
cubic feet. 

2. A premature nursery with 
its equipment—4,000 cu. ft. 

3. A new, unoccupied mater- 


nity ward before furnishing—36 
rooms, 89,000 cu. ft. 

4. A new viral vaccine produc- 
tion building. 

5. A burn-dressing room with 
bed, mattress, chair, air condi- 
tioner—2,500 cu. ft. 

All had painted plaster walls 
and asphalt-tile floors with the 
exception of the operating room 
which had a conductive terazzo 
floor. 

Openings to the outside of un- 
treated rooms were taped and 
sealed. 

Filter paper strips were in- 
oculated with known quantities 
(approximately 100,000 spores) 
of aqueous, heat-shocked sus- 
pensions of either B. subtilis 
var. niger or B. stearothermo- 
philus. Spore strips were placed 
on half-open petri dishes and 
located in a variety of places 
in the rooms. After decontami- 
nation and before ventilation, the 
petri dishes were closed and re- 
moved. 

The relative humidity in the 
rooms ranged between 70 and 
100 percent. Lactone and water 
were atomized from a pushcart 
dispenser. When necessary, ad- 
ditional fans were used to move 
the vapor into openings and 
crevices. The total quantity of 
lactone used was calculated on 
the basis of 10 milligrams per 
liter of space. The recommend- 
ed dose is 2-4 mgm./L. space for 
at least 2 hours. Areas were ex- 
posed for 2-4 hours. 

Multiple room areas were 
ventilated for 10 to 18 hours. 


The charcoal filter on the ato- 
mizer was used to adsorb the 
lactone from an individual area. 
The room was considered safe 
to enter if there was no nasal 
irritation or lachrymation after 
30 minutes exposure. 

Safety precautions included 
gas masks with canisters, plas- 
tic hoods, and rubber suits for 
personnel entering the areas 
during the tests. After a few 
hours of ventilation, gas masks 
and laboratory clothing bound 
at the wrists, ankles, and neck 
were considered adequate. Safe- 
ty goggles were worn when ato- 
mizers were being filled. Spill- 
age was washed from the skin 
immediately and personnel re- 
moved clothing and showered 
after emerging from a test area. 

Sterile spore strips were ob- 
tained in 5 out of 6 places. In 
the sixth location, the viral vac- 
cine facility, 5-25 spores were 
left per strip from the original 
100,000. Approximately 50 per- 
cent of the swab tests were ster- 
ile. Non-sterile swabs showed 
reductions greater than 99 per- 
cent (10-5000 organisms/swab 
pre-decontamination; 3-100 or- 
ganisms after).* 

The only damage encountered 
was that resulting when the 
spray impinged directly on a 
painted and varnished surface. 
No damage could be traced to 
the vapor. 

Toxic properties were no ob- 
stacle during test and in:actual 
use the elaborate precautions of 
gas masks, hoods, and rubber 
suits would not be necessary be- 
cause remote operation of equip- 
ment is possible. 

B. stearothermophilus is not 
recommended for this use be- 
cause there appears to be less 
resistance to the vapor than 
with B. subtilis niger. 

The outstanding question to 
be resolved before this technic 
finds widespread application is 
the potential of carcinogenic 
activity now being studied on 
mouse skin. 


*Non-sterile swabs appeared to be ‘he 
result of contamination during co!'ec- 
tion or failure of the vapor to pene! te 
small holes and cracks at the swab'ed 
sites. 


HOSPIT- 


i 
Sy ; 
| 
| 
re 
‘ 
| 
hy 
TOPICS 


STERILE 
CATHETERS 


For the patient: Freedom from catheter-borne infection. 
For the hospital: Freedom from catheter-handling drudgery. 


STERILALY OF CONTENTS 


AUTOCLAVE 


CATHETER. 


washing, sterilizing and 
maintenance of cathe 


OPICS 


| _ A.C.M.I. Sterile Packaged Ureteral Catheters, : 
designed to be used once andthen 3 
discarded, protect the patient from cathete 


THE EFFICIENT NEW LOOK IN SURGICAL PUMPS 


The new Starline Super-60 Series by the originators of modern Ether-Vacuum 
equipment. Send for portfolio of complete descriptions and _ specifications. 


VMUELLER CO. 


Fine Surgical Instruments and Hospital Equipment Since 1895 
330 S. HONORE ST., CHICAGO 12, ILL. DALLAS Houston Los ANGELES MIaMI, FLA. ROCHESTE®, MINN. 
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CS Expands to Diversified 


"Cantral 


Supply 


Central Service, Employs Lay Staff — 


Central supply at the University 
Hospital in Ann Arbor, Mich., is part 
of the big and still-growing central 
service department—which in other 
institutions might be called a gener- 
al services department. The central 
service department of the 1000-bed 
hospital is not unique but certainly 
unusual in that it is staffed entirely 
by lay personnel. 

“We couldn’t carry it off if we 
didn’t have the complete coopera- 
tion of the nursing staff,” says man- 
ager Harry Sakada. “We have es- 
tablished an excellent rapport be- 
tween the two services, and we all 
realize how interdependent we are.” 

That the department is “carrying 
off” its duties well is signified by the 
fact that in little more than 10 years 
that it has been staffed by non- 
nursing personnel, it has grown to a 
mammoth operation employing 150 


Harry $. Sakada, central service manager, administers diversi- 
fied department from one of four small offices. Planned new 
quarters will add space, facilitate work flow. 


JUNE, 196) 


persons and servicing such fringe 
areas aS messenger services, post 
office, and even parking lots and se- 
curity. 

To facilitate performance of the 
myriad jobs taken on by the de- 
partment, shortcuts have become a 
necessity. Standardization of sets, 
and a strict adherence to the sched- 
ule of deliveries and pickups of sup- 
plies to the floors have resulted in 
better service and fewer emergency 
supply calls. All linen items are dis- 
pensed on a quota system, so that 
linens used are replaced automati- 
cally, and waste is kept at a mini- 
mum. 

This quota system is not static, 
but is subject to change at any time 
by the department using the sup- 
plies. The central service depart- 
ment keeps a close record of the 
supplies used from week to week by 


a particular section, and if a certain 
item is not being used or more is 
being supplied than is needed, the 
using department gets a form letter 
asking for a review of supplies, and 
is requested to reduce or delete any 
item not being consumed. By the 
same procedure, supplies that are in 
more demand can be increased by 
the department’s request. 

Fracture equipment is kept in 
central service. The equipment sec- 
tion is manned 24 hours a day, seven 
days a week. During the day, three 
attendants are on hand, at night, the 
department is staffed by an on-call 
orderly. This section maintains and 
repairs patient equipment including 
wheel chairs, crutches, and bed 
frames, and handles instrument re- 
pairs and contracts for repairs of the 
hospital’s typewriters. 

(Continued on next page) 


Raymond E. Reed, group leader, checks the census board in 
the patient equipment section. Location of equipment is noted 
on small tags of various colors. 
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When a piece of equipment is req- 
uisitioned and delivered to the floor, 
a visual record is kept of its where- 
abouts. A large board containing a 
series of small hooks is hung in the 
equipment room. This “census” 
board is marked with the various 
hospital floors, sections and loca- 
tions. As a piece of equipment is 
taken from the room, a small tag is 
hung on a hook corresponding to its 
destination. The tag contains the 
name of the equipment. Variously- 
colored tags for different types of 
apparatus aid in identification. 

A messenger service is operated 
as a part of central service. Instituted 
two years ago, it now handles up to 
450 messenger calls a day, and re- 
quires the daily services of 13 mes- 
sengers to keep it going at full ca- 
pacity. From 7 am. to 9 p.m. the 
messenger central office is staffed 
by a dispatcher and a full crew of 
messengers. After 9 p.m., the service 
is manned by the ambulance at- 
tendant, who is on duty until 8 a.m. 
Because the messenger central of- 
fice is located next to the ambulance 
entrance, this arrangement is quite 
convenient. 

The messenger service involves 
many functions besides carrying 
messages. It provides escorts for in- 
coming patients from the admissions 
desk to the bedside, and to and from 
the various clinics. It also provides 
specimen pickups and deliveries to 
the hospital laboratory. 

The whereabouts of each messen- 
ger can be pinpointed at any given 
moment by the dispatcher, who 
keeps a thorough record of calls. 


Multiple glove tester 
can test as many as 
750 pairs per day. 
Oma M. Robertson op- 
erates machine which 
automatically inflates 
gloves in a continuous 
cycle. 


The simple message ticket used for 
individual trips contains a place for 
notation of the time the call was re- 
ceived, and the destination. At the 
time the call is received, the dis- 
patcher makes out a ticket, noting 
the department originating the mes- 
sage, and the message’s destination, 
and passes the ticket through a 
time stamp. When the message tick- 
et is picked up by one of the mes- 
sengers, he stamps it again with the 
time it was picked up. Upon com- 
pletion of the errand, the messenger 
returns to the message center, and 
again stamps the ticket, showing the 
time the message cycle was complete. 

At the dispatcher’s desk, a “trip 
sheet” is kept. This form lists all 
messages received and completed, 
and forms a daily recapitulation of 
the services carried. 

The hospital maintains a U.S. Post 
Office contract station which oper- 
ates on a five-and-a-half day week. 
It performs ail the post-office func- 


Lovis L. Cierjoik, unit 
supervisor, checks con- 
tents of double-deck 
tables in linen room. 
Each of two wide aisles 
and tables are set up 
as duplicates of each 
other so that loading 
of carts is simplified. 


tions for the hospital proper, fo; 
patients, and for residents of the 
surrounding area. It is the largest 
postal substation in the area jp 
terms of dollar volume. In the year 
1959, it transacted more than $18]. 
000 worth of business. 

In addition to the U.S. Post Office, 
the hospital maintains its own mail- 
room, which is operated by the cen- 
tral service department. Incoming 
campus mail is sorted and delivered 
twice daily to schools and depart- 
ments throughout the medical cen- 
ter. 

Shipping and receiving functions 
are also handled by CS, as is general 
storekeeping. As goods are received 
at the loading docks—the new docks 
are part of the remodeling and build- 
ing program now under way to ac- 
commodate physical medicine and 
central service—each item is checked 
against the order manifest for ac- 
curacy and condition of goods. As 
the items are unpacked and stored 
on shelves in the storage area, they 
are marked with a code number sig- 
nifying the date received. All items 
received in one day are marked with 
the same number. Such a control 
prevents storing supplies too long, 
and using fresh stock before the pre- 
vious supply is depleted. A record 
of these consecutive “day” numbers 
is kept on the central service office 
calendars, so that a glance will tell 
the age of a particular item. 

Microfilming and duplicating oper- 
ations are handled by central serv- 
ice. All hospital records are micro- 
filmed for convenient storage. The 
central duplicating section maintains 
mimeographing, Multigraph, and 
Multilith equipment, and has added 
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Embossograph. General forms, form 
letters, and letters requested by phy- 
sicians are processed, as well as signs 
and notices. 

In addition to these myriad duties, 
the central service department also 
encompasses central supply—surgical 
supplies, dressings, syringes, gloves. 
The unit is now somewhat scattered, 
as bigger volume has meant moving 
out into space never intended for 
such use. The new building program 
will consolidate several parts of the 
department, and is being planned to 
facilitate work flow. 

The surgical pack room handles 
surgical and nursery packs. Supplies 
are delivered to the room from the 
laundry, and the packs are made up 
and sterilized. Any linens or packs 
that must be sterilized are handled 
in this room, and processed through 
one of the three sterilizers. 

The hospital uses disposable nee- 
dles, but reprocesses conventional 
syringes. At the present time, the 
syringes are disassembled in an area 
set aside for that purpose. They are 
then machine washed and packaged 
while wet in Steriphane bags for 
sterlizing. Catheters are machine 
washed in cloth bags, dried in a hot 
air dryer, and packaged for steriliza- 
tion. 

Heart catheterization is becoming 
noticeably more frequent since its 
improvement, and University Hos- 
pital performs this procedure fre- 
quently. In order to facilitate the 
cleaning of catheterization equip- 
ment, members of the central supply 
staff, in co-operation with the medi- 
cal staff, are engaged in building a 
washer for such equipment. So far, 
the apparatus has not been com- 
pleted, but assistant manager Arthur 
R. Kurtz, states that it will cut 
washing time and at the same time 
do as good a job—or better—as care- 
ful hand washing. 

The catheter cleaner is not the 
first piece of equipment devised by 
members of the central supply divi- 
sion. The department is already us- 
ing a glove tester that was built in 
co-operation with the university’s 
engineering department. With the 


tester, one operator can inspect 750. 


pairs of gloves per day. The machine 
1s comprised of a semicircle of stain- 
less steel, containing 10 testing “plat- 
forms” about five inches in diameter. 


JUNE, 195) 


The operator places a glove over the 
first “platform,” stretching the wrist. 
A foot-pedal switch allows a meas- 
ured amount of compressed air to be 
forced into the glove. As the first 
glove fills, the operator moves on to 
the second “platform,” again operat- 
ing the switch (which automatically 
changes to the next stage when it is 
released and pressed again), and 
continues until all 10 are in opera- 
tion. By the time she has placed the 
glove on the last tester, the first has 
been inflated long enough to show 
any leaks or defects. A deflated 
glove tells the story. Individual red 
warning lights in front of the testers 
signal the location of the next com- 
pressed-air supply. 

The surgical supply department 
packages much of its own supplies, 
although many items are purchased 
prepackaged. Prepacked items are 
less expensive in the long run, ac- 
cording to Mr. Kurtz, since they do 
not involve expensive hand labor, 
and can be purchased more cheaply 
from packers who do a volume busi- 
ness. 

“There are some items which are 
simply not available prepackaged,” 
states Mr. Kurtz, “so at one time or 
another, we have packaged every- 
thing from safety pins to 10x12 
dressings.” 

Uniforms for the nearly 1,800 
hourly employees are serviced by 
the department. An attendant takes 
care of dispensing them. All women’s 
uniforms are the same color, a soft 
yellow. The men’s uniforms consist 
of gray trousers and colored shirts. 
Employees of a particular depart- 
ment wear a particular shirt color. 

The hospital has no laundry of its 
own. Its work is done by the univer- 
sity laundry. All mending, however, 
is done in the hospital mending 
room, in the central service depart- 
ment, and uniforms are also mended 
here. The sewing room, a separate 
section, makes up special wrappers 
and other items. 

The spreading quality of the cen- 
tral service department has resulted 
in the central offices just growing, 
like Topsy. The new building, its 
floor plans still in the blueprint stage, 
will contribute much to the efficient 
operation of the entire department. 
At present, the office staff is housed 
in four small rooms. A movable 


INFORM 
CONTROLS 


230° - TEN MINUTE TECHNIQUE 


Before After 


Especially Important in the 
Summer Months is the ster- 
ilization of your infant 
formula, because bacteria 
like to grow in a warm at- 
mosphere. 


Milk is sometimes slow in 
getting up to temperature, 
the autoclave is occasionally 
faulty, and at times the op- 
erator’s technique will vary. 


These are all factors to be 
guarded against, best ac- 
complished by using Inform 
Controls. . . . Underheating 
of infant formulas is im- 
possible with Inform Con- 
trols. 


Write for free samples of 
Inform Controls 
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Kardex system is used to keep stock 


records. 


Each stock item has a stock num- 


ber, in addition to its “date” number. 


This stock number’s first two digits 


denote classification. The other num- 


bers in the five-digit figure denote 


further breakdowns. Thus stock item 


18165 might be a needle (18), with 
the 1, 6, and 5 denoting type, gauge, 
and whether it is disposable. 

Items are listed in a large catalog, 


which is changed almost daily be- 
cause of changes in materials, dis- 
continuing of an item, or adding a 
new one. Each of the Kardex metal 
files contains a particular category, 
and is filed in the cabinet by num- 
ber. 

When a new item is received at 
the hospital, the central service de- 
partment makes out a Kardex card 
for that item, listing a full descrip- 
tion and the supplier’s name. Unit 


Sterile, Sterile, ready t fag and easily di 
ly stored package cor 


a ea 


"Robinson 14 French smooth plastic 
“catheter with 500 cc. collection bag 


attached, identification Sticker and © 


clamp. Clamped'bag sealed 


Fayette, Alabama. 


ble, Steril 
ining all 


s CATH-PAK | 


STERILON LABORATORIES STERILON OF CANADA, 


Niagara Fats, Ont. 


price is listed, as is the to'al amoy, 
received into stock. The “ay” nun. 
ber is added. 

As a department requisitions th 
stock item, the central service off. 
receives a copy of the requisition, 
the stock item’s Kardex, noting th 
From it, figures are entered 
amount requested and deiivered, de. 
partment number, and date. If th 
person posting the information no. 
tices that the item may be in shor 
supply or should be reordered, ; 
colored metal “flag” is attached 4 
the bottom of the card. When the 
item has been reordered, and stock 
replenished, the flag is removed, 

Unless there has been some change 
in the item’s use and usefulness, the 
person ordering a new supply will 
usually reorder a similar amount 
to the amount previously ordered 
However, if the item has been moy- 
ing slowly, there will be some ques- 
tion as to whether that item is stil] 
doing the right job, or whether it 
has been replaced in use by some- 
thing else. The form letters sent to 
departments, asking them to check 
their supplies for unused items, help 
to keep inventories up-to-date. 

When a department wishes to ob- 
tain an item that is not carried in 
stock, that item is ordered through 
central service, with a hospital pur- 
chase requisition. 

Since the establishment of this 
tight scheduling of inventory and the 
almost foolproof control, it has been 
possible to reduce the number of 
items carried in stock. The hospi- 
tal’s inventory, in the past three 
years, has been reduced from well 
over $200,000 to under $150,000. 

In place of the twice-yearly inven- 
tory, the department now maintains 
a constant, running inventory. Mon- 
day and Tuesday of each week are 
designated inventory days, and cer- 
tain stock items are physically count- 
ed. If the amount of stock on the 
shelves differs from the Kardex total, 
the records are adjusted ‘o show the 
physical count. 

Last year, the physical inventory 
and the inventory according to the 
record system showed « net differ- 
ence of $20, on a list of stocks num- 
bering some 3,000 different items. 
This phenomenon, smile: office man- 
ager Hensel, “won't hap»en again 
250 years, 
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For Greater Convenience and Individual Patient 
Safety in Uretheral Catheterization Procedures 
. 
Waterproof cellulose pad which also specimen container. Also availab! 
serves as a waste wrapper after Tiemann Coude tip —.Stock No. 
Pair of Sensi-Touch gloves, pre. * Perineal drape, 
Outer wrapsbecomes sterile field on 
: which to prepare component parts. 
asK your Supply Deaier about the Sterilon 
‘ CORPORATION 
Cornerstone Northiand Avenue + Buffalo 11. New York 
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| COMPACT Storage CABINET 


Sent to 


= 1 TAKES NO MORE ROOM YET 


TWO NEW WAYS GET 
ORE PHARMACY SPACE 


date. out wasting an inch. Keeps your hospital supplies 
s to ob- TRIPLES STORAGE SPACE | easy to see...easy to reach. 
As illustrated above: McKesson COMPACT Storage 
through CABINET, #100, is 35” wide, 16” deep, and 30%4” 
tal pur- With the exclusive McKesson & Robbins COMPACT high. It comes with 20 adjustable steel trays with 
CABINET you control every inch of space. Movable transparent plastic leading edges for greater visibil- 
of this and interchangeable trays adjust easily within the ity. This space-economizer can be used as a wall hang- 
sate cabinet. Other trays fit on the inside of the wide ing unit or part of a complete installation. A floor 
vehie swinging doors to put to work all the interior space standing combination consisting of two COMPACT 
rear which is wasted in ordinary cabinets of comparable CABINETS~—one with a finished top, the other (#110) 
hospi- size. This new flexibility more than triples the a center section, and a base (#120) with drawers 
» thos McKesson COMPACT CABINET capacity by meet- 35” wide, 16” deep, and 22%” high—provides a space- 
ees ing a wide range of storage space requirements with- saving 82%” high unit. 
inven- 
oo’ MAGAZINE Space Saver DISPENSE 
Mon- 
ek are stores four times more in the same space! | 
id cer- 
ae. | q@as ILLUSTRATED: Wall assembly McKesson MAGAZINE Space Saver DISPENSER 
with its gravity feed, inclined trays, gives you con- 
x total tic trays. The cabinet is 35” wide, trol of four times the usual number of fast-moving, 
he 16” deep, and 4744” high. A CUP- prepackaged pharmaceuticals. Easily movable parti- 
ow the BOARD BASE with one adjustable 
shelf is also available—together tions, a variety of trays and a step shelf at the top 
isles ‘ they provide a complete unit 35” permit storage of a wide range of sizes and shapes. 
om) wide, 16” deep and 82%” high. 
to the 
differ- FOR FURTHER INFORMATION 
-num- “Hospital Department, McKesson & Robbins Ine. 
items. 155 East 44th Street, New York 17, New York 
. man- > Please send further information about Hospital 
A 4 Hi Pharmacy fixtures and planning servi 
} armacy a services. 
sen) verving Americas Hospitals---, 
STATE 
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For further informa 
on any of the produ 


201. Surgical pump 


New Starline Super-60 series of surgical 
pump units incorporates major design im- 
provements. Completely redesigned, com- 
pact, stainless-and-aluminum cabinets 
house quieter, cooler power and pump 
units, offer great convenience, facility to 
surgical team. All models feature exclu- 
sive, patented Mueller self-oiling system. 
Heavy-duty surgical models also have 
unique auxiliary facility for operating off 
central (wall) suction as well as the mo- 
tor-driven pump. V. Mueller & Co., 320 S. 
Honore St., Chicago 12, Ill. 


202. Conversion kits 


Series of kits are available to modernize 
existing oxygen, vacuum outlets. Feature 
safety-keyed quick connects. Replace 
dust-catching recessed boxes and leaky 
threaded connections. Easily installed, re- 
quire no welding or soldering. National 
Cylinder Gas Div. of Chemetron Corp., 
840 N. Michigan Ave., Chicago 11, III. 


please check the Buyer; 
Guide number on th 

T D reply card opposite pay 
142. 


203. Dryer 


Revolutionary dryer 
for dishes, glassware, 
silverware, trays, 
leaves utensils bone 
dry, bacteria free in 
45 seconds. High ve- 
locity super-heated 
vapor process is adapt- 
ed to dish dryer, can 
be attached to any 
dish washing machine. 
No expensive rinsing 
compounds necessary; 
utensils ready for re- 
use, resulting in sav- 
ings in time, money, 
personnel. Sterile 
King, 148 State St., 
Boston, Mass. 


204. Pitcher 

New two-quart pitch- 
er, in elegant Swedish 
Regent design, has 
been introduced. Made 
of extra-heavy stain- 
less steel, this ultra- 
modern pitcher has 
convenient handle in- 
sulated with molded 
black plastic. Provides 
secure, comfortable 
grip, particularly im- 
portant in hospital use. 
Ice-lip holds back 
cubes, pours smooth- 
ly. Mirror finish out- 
side, satin finish in- 
side; easy to clean. 
Bloomfield Industries, 
Inc., 4656 W. 47th St., 
Chicago 32, Illinois. 


205. Black-top sealer 


Black-top sealer is said to sharply reduce 
maintenance of all asphalt surfaces. Wa- 
terproof, weather-resistant, quick-drying 
(1 hour, depending on weather) imperme- 
able sealer was developed to resist and 
retard pitting, potholes, general gdecompo- 
sition due to aging, chemical and acid re- 
action, gasoline. Contains no corrosive el- 
ements, is non-injurious, non-flammable. 
One gallon will cover 50-60 sq. ft. depend- 
ing on present surface. Psaty Bros., 21 
40th St., New York, N. Y. 


206. Pressure pad 


Alternating pressure pad helps prevent 
bedsores, cuts patient turning to min- 
mum, reduces hospitalization time. Heavy 
guage pad has 20 parallel air cells. Ai 
from an enclosed, quiet pump enters al- 
ternating cells in 3-min. cycles of inflation 
deflation. No one point of pressure 1s un 
der patient’s body for more than 1% min 
Easy to clean, has protective plasti 
sleeve. R. D. Grant Co., Hippodrome Bldg, 
Cleveland 15, O. 
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107. Statement-ledger form 


4 5-in-1 statement-ledger form simplifies 
billing, bookkeeping for clinics, hospitals, 
sursing homes. Made up of four state- 
ments on white NCR (no carbon re- 
quired) stock, and a buff NCR ledger 
ly reduce J card. Snap-out form is designed to fit any 
aces. Wa- #standard # 6 window envelope. Provides 
ck-drying Jstatements for four months’ use plus a 
imperme- § permanent ledger card covering all trans- 
resist and factions for that period, automatically. Top 
flecompo- portion contains sender’s name, space for 
1 acid re- § patient's name, address. Lower portion is 
rosive el- § divided into columns for dates, items, 
lammable. ff charges, credits and balance. Can be post- 
. depend- J ed by hand, by typewriter, or by billing 
os., 21E ff machine; can be punched to suit user’s 
requirements. Cromwell Printery, Inc., 
Church and Bleecker Sts., Albany, N. Y. 


208. Shelf-rod support 


Combination shelf and rod support is easy 
‘0 install, can be used in closets with or 
prevent § Without hanging strips. New bracket is 


to mini- § “Nique in that cross support can be insert- 
e. Heavy f “into either of two slots on underside of 
ells, Air bracket frame to make it completely ad- 
ters al- lustable, with resulting versatility for 
inflation, fF Wide variety of institutional situations. 
‘e is un- Designed to support a shelf up to 12 in. 
1% min. § Yide and clothes rod up to 1% in. in di- 


plastic ‘meter. Screws included. Gray enamel 


ne Bldg, finish, McKinney Manufacturing Co., 1715 
Liverpool St., Pittsburgh 33, Pa. 
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209. 1.V. hanger 


New type I.V. hanger 
moves in stainless steel 
track, mounted to ceil- 
ing. Medical Sky Hook 
moves across bed so 
that an IV. may be 
given on either ex- 
tremity. Up out of way 
when not in use. User 
can move hanger into 
position, adjust height 
with one hand in one 
simple operation. 
Locks safely in place. 
For suspension of all 
kinds of fluids. Medical 
Sky Hook Co., P.O. 
Box 54, Provo, Utah. 


210. Detergent 


New liquid detergent 
kills bacteria, cleans, 
deodorizes in one oper- 
ation. Called Armosol, 
the product showed 
complete kill at 1:80 
dilution against both 
gram-positive and 
gram-negative test or- 
ganisms in lab tests. 
Particularly designed 
for hospital, institu- 
tional use where bac- 
teria control is prime 
problem. May be used 
with ordinary clean- 
ing technics, sponge, 
mop, floor machine, 
spray or flood. Odor- 
less, readily soluble in 
both hard, soft water. 
Armour and Compa- 
ny, Public Relations 
Dept., Chicago 90, 


211. Hospital bed 


Today’s hospital patient can raise or low- 
er the head of the modern electronic bed 
(right) from horizontal to 60 degrees; ele- 
vate or depress knee rest from horizon- 
tal to 55 degrees, by merely pressing a 
button. For ambulant patient, touch of a 
button lowers bed to safe position for get- 
ting out. Old-time hand-cranked iron bed 
(left) is contrasted with electronically-op- 
erated bed of vinyl-coated steel. Available 
with an over-bed table mounted on bed, 
goes up and down with it, moves to bottom 
out of way. American Seating Co., Grand 
Rapids, Mich. 


212. ‘‘Stand-Alone”’ 


New “Stand-Alone” therapeutic aid offers 
comfort of paralyzed or handicapped per- 
sons. Device enables patient to achieve 
standing position unassisted. Once stand- 
ing, patient can motivate the vehicle as 
easily as a wheel chair. Thorough testing 
and improvement has developed “Stand- 
Alone” to a point where it is a safe, easy- 
to-use vehicle that is easy to get into, will 
not tip over and gives correct adjustable 
support for patient when standing. Folds 
compactly for transporting in car, other 
transportation. Invented ‘by a paralyzed 
World War II vet, the apparatus opens 
new opportunities to the patient, as well 
as therapeutic, psychological and physio- 
logical benefits. Jean Medical Products 
Sales Co., 447 Hidalgo Ave., Alhambra, 
Calif. 
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213. Light fixtures 


New line of decorative vaportight 
light fixtures is designed to protect 
architectural lighting installations 
from premature failures caused by 
rain, ice, corrosive fumes or non- 
explosive vapors and gases. Fixtures 
are in satin finish with tapered oval 
diffusing globes and chrome-plated 
decorative guards for wide variety 
of uses where smart design must 
withstand moisture and elements. 
Stonco Electric Products Co., 333 
Monroe Ave., Kenilworth, N.J. 


214. Electric can opener 


Specially designed for commercial 
use, new heavy duty fully-automat- 
ic can opener grips, locks, turns and 
opens standard American cans of all 
types, sizes, shapes. Can be operated 
continuously for hours at steady pro- 
duction rate. Cutter blade assembly 
dismantles easily for cleaning, ster- 
ilization. Burgess Vibrocrafters, Inc., 
Commercial Products Div., Grays- 
lake, Ill. 
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215. Distilled water faucet 


Tin-lined and tin-coated draw-off 
faucets prevent metallic contamina- 
tion, are ideally suited for use with 
distilled or demineralized water dis- 
tribution systems. Faucet may be 
used either as self-closing with han- 
dle pulled forward, or non self-clos- 
ing with handle reversed. Will not 
drip or leak. Only moving part to 
come ir contact with water is inert 
spring-operated silicone _ thimble. 
Barnstead Still & Water Sterilizer 
Co., 251 Lanesville Terrace, Boston 
31, Mass. 


216. Stair tread 


Developed primarily for commercial 
use, the Safe-T-Rib heavy duty vi- 
nyl stair tread is attractively styled, 
colored to enhance stairway as well 
as provide durable covering. Will 
not chip or peel, can be wiped clean 
with damp cloth despite its ribbed 
surface. Surface is specially de- 
signed to give effective non-slip 
safety tread. Johnson Rubber Co., 
222 Vine St., Middlefield, O. 


217. Pipette 


Color-coding of two pipettes for 
foolproof size identification has been 
announced. A plain serological pi- 
pette and serological pipette for cot- 
ton plugging are available thus far, 
with plans for eventual color-coding 
of all Kimble pipettes. Color-coding 
offers instant identification of pipette 
size, reduced sorting time after 
washing, or rapid sorting before 
washing to avoid contamination. 
Coding is done by bands at the top. 
Seven colors are used, with a system 
of one or two distinct bands. Kimble 
Glass Co., Div. of Owens-Illinois, 
Toledo 1, O. 


For further information see postcard opposite page 142. 


218. Air cleaner 


A new “commercial room” unit 
removal of smoke and odor is now 
available for use in hospitals, labs 
large meeting rooms, in a portabk 
plug-in floor model and a suspended 
ceiling model. This new electronic 
air cleaner unit will clean, deodoriz 
and recirculate air in rooms up to 
5,000 cu. ft. Combines high dirt and 
smoke removal efficiency of an elec- 
tronic air cleaner with an activated 
charcoal after-filter for removal 
unpleasant, irritating odors. Electro- 
air Cleaner Co., Oliva and Sproul 
Streets, McKees Rocks, Pa. ; 


219. Blood conversion system 


New, unique system for collection 
and preservation of blood, and its 
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conversion to serum employs two 
reagents, Anticlot-et, anticoagt- 
lant, and Reclot, a reclotting agen! 
For preservation of |lood cellular 
constituents at least 48 ‘ours at room 
temperature, as a screening test a 
blood dyscrasia, other similar appli- 
cations. Clinton Labo: atories, Sil! 
Wilshire Blvd., Los Angeles 36, Calif 
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220. Surgipad 


J& J's Surgipad combine dressing 
is now available in new “peelable- 
sal” patient-ready package. Pack- 
age is constructed of paper, forms a 
positive barrier against bacterial 
contamination. Closure not only sim- 
lifies opening, but makes unit tam- 
yer-proof. Once opened, it cannot be 
resealed. Protective lip-seal prevents 
dressing from falling out, permits 
removal while observing aseptic 
technic. No need for resterilization 
since contents of unopened, undam- 
aged packages remain sterile indefi- 
nitely. Johnson & Johnson, Hospital 
Division, New Brunswick, N. J. 


221. Utility cart 
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Stainless steel utility cart is de- 
signed for versatility, exceptional 
strength. Features double-tubular 
corner post construction; outer post 
sleeves may by removed, altered to 
permit custom shelf spacing. Three- 
inch ball bearing service casters pro- 
Vide ease of handling. Everest & Jen- 
nings, Inc., 1803 Pontius Ave., Los 
Angeles 25, Calif. 
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222. Disposable catheter 


The first sterile, disposable balloon 
catheter, a new weapon in the bat- 
tle against cross-infection, has been 
announced. Packaged in individual, 
sealed polyethylene envelopes, cath- 
eters are subjected to electron beam 
sterilization. New Rusch catheter, 
made of natural latex, is designed 
for one-time use, eliminating cleans- 
ing, sorting, sterilizing operations. 
Metro Medical Distributors, Inc., 17 
W. 17th St., New York 11, N. Y. 


223. Magnifier disc 


New Henry disc accessory for speci- 
fic inspection jobs has been added to 
the Flash-O-Lens illuminated mag- 
nifier. The disc fits into the bottom 
housing on 5X and 7X Flash-O- 
Lens models; has a hairline across 
diameter of disc for fine inspection 
and identification work. E. W. Pike 
& Co., Inc., 711 Pennsylvania Ave., 
Elizabeth, N. J. 


224. Suppositories 


Hospital pharmacists can now be re- 
lieved of the tedious and costly ex- 
pense of formulating their own sup- 
positories, while actually affecting 
savings for their departments, ac- 
cording to Reiss Williams Co. The 
Company offers 86 different suppos- 
itory formulations electronically 
wrapped in pure aluminum foil to 
guarantee positive protection, and 
guaranteed to meet highest require- 
ments of the F.D.A. Reiss Williams 
Co., Jersey City 5, N. J. 


225. Spray products 
A new line of liquid spray hospital 
preventive maintenance products is 
currently available from Hill-Rom. 
These finishes and cleaners are air- 
drying, packaged in 12 oz. pressur- 
ized containers. For preventive 
maintenance programs on _ hospital 
furniture and beds, they are sup- 
plied in charcoal-gray, aluminum 
base coat and cover coat, clear var- 
nish and touch-up gray enamel. Hill- 
Rom Co., Inc., Batesville, Ind. 


226. Thermometer holder 


New Grafco thermometer holder 
fastens easily to wall, cabinet, any- 
where for maximum convenience. 
Cuts down on breakage; a work- 
saver for nurses. Oral or rectal tip 
is visible through window. Sturdily 
and attractively made of chrome- 
plated metal. Glass vial and cap are 
autclavable. Personal patient ther- 
mometer helps overcome danger of 
cross-infection. Graham-Field Sur- 
gical Co., Inc., Woodside 77, N.Y. 


For further information see postcard opposite page 142. 115 
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Do problem areas tax your ingenuity................ dressings unexpectedly pop off... poecor 


Elastic-weave KERLIX dressings 
cushion and protect difficult 
areas—and go on in half the time! 


Do not wrinkle or lump up. Won’t slip off 
or cause tightness during swelling. Cost 
less, too, because you use fewer dressings. 


Kerlix enables you to come up with a thoroughly 
cushioned bandage in half the time. Its multi-ply 
construction means fewer turns per bandage. And, 
once in place, Kerlix stays in place. 

What makes a Kerlix dressing so unique is the way 
it’s woven. The threads are permanently crinkled by 


a special process to give a mild elasticity to the gauze. Kerlix photo unretouched 
This crinkliness and the multi-ply thickness are what KERLIX rolls (41 yds. long x 41> inches wide) 
give Kerlix its exclusive quality of fluffiness and ex- are available in cases of 100 rolls each in- 
ceptional conformability. And it means an extra cushion dividually wrapped, and in boxes of 12 rolls. 


of protection, too. 

Kerlix is fully absorbent. It works wonders in hard- . ® 
to-bandage areas like the head and extremities. Or for url) 7 
burns or amputations where gentle, even pressure is 
desired. For all its benefits, Kerlix costs far less per 
dressing than ordinary gauze. Call your Curity repre- THE K EF NJ DALL comp” 


sentative for full details about Kerlix dressing rolls. BAUER & BLACK DIV!SION 
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Joprics film review of the month 


Pediatric Anesthesiology 


Digby Leigh, M.D. 


The administration of anesthetics: in children has been considered until 
recently comparable to the methods used in adults. However, with the in- 
crease in pediatric research and the appreciation that the child, and in 
particular the infant, is physiologically a very different individual from 
the adult, special attention has been given to anesthesiology in pediatrics. 


The satisfactory correction of congenital anomalies presents a consider- 
able challenge to the surgeon, and the increasingly encouraging results 
obtained are in many ways directly related to the skill of the anesthesiolo- 


gist and the improvement in methods of anesthetic administration in 
children. 


This film depicts the various aspects of anesthesiology in relation to 
children and in particular stresses the guiding principles of safety and 
comfort for the patient, and convenience for the surgeon. Particular em- 
phasis is laid on the avoidance of accidents by stressing the danger of 
hypoxia and clearly defining the steps that should be taken to insure an 
adequate oxygen supply to the vital centers. The various methods of ad- 
ministration of anesthetics to children are depicted and discussed and in- 
dications for the various available anesthetic agents are given. The film in 
fact shows many of the aspects of anesthesia in relation to children and 


lays particular stress on the measures to be taken to insure the safety of 
the patient. 


Color, sound, 20 minutes, 16 mm. 


Obtainable without charge for use by 
medical and hospital groups. 


Address Squibb, 745 Fifth Ave., New York 22, N. Y. 
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Films, New Literature 


227. Allergy 

Nothing to Sneeze At, a 1342-minute 
16 mm animated color film, high- 
lights the scope of the allergy prob- 
lem, the nature, causes and varieties 
of allergic symptoms and treatments. 
Designed to reach a wide lay audi- 
ence, it is of interest to professional 
audiences as well. Public Relations 
Department, Schering Corp., Bloom- 
field, N. J. 


228. Draperies 


Booklet details new method of con- 
trolling solar heat, muffling sound 
and diffusing light with Fiberglas 
draperies. Contains technical data, 
“ease histories.” Maintenance costs 
are detailed and compariscns made 
with other window shading devices. 
Fenestra Fabrics Inc., 620 N. Al- 
mont Drive, Los Angeles 46, Calif. 


229. Housekeeping 


New data sheets SD-509 and SD-513 
providing information on _ proper 
care and use of housekeeping equip- 
ment have been issued. Included 
are recommendations to make floor 
machines, vacuums, mopping outfits 
and wringers give better perform- 
ance and last longer. Puritan Chem- 
ical Co., 916 Ashby St., N.W., At- 
lanta 18, Ga. 


230. Careers in Dietetics 


View from the Mountain, produced 
under the supervision of the Ameri- 
can Dietetic Association and pre- 
sented by the H. J. Heinz Co., is 
416 mm color sound film to acquaint 
young people with the wide choice 
of careers in dietetics. The film is 
an authentic, noncommercial com- 
bination of plot and documentary 
formats. Available on loan without 
rental for round-trip postage only. 
The American Dietetic Association, 
620 N. Michigan Ave., Chicago 11, Il. 
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231. Wheel chairs 


A new 38-page catalog, featuring a 
complete line of wheel chairs, walk- 
ers, commodes, wheel stretchers and 
examining tables is available. An at- 
tractive 2-color piece, the catalog 
contains pictures, complete specifi- 
cations and details about every item 
featured. Gendron Wheel Co., Per- 
rysburg, Ohio. 


232. Lab equipment 

“The Laboratory,” 32-page journal, 
describes new developments in in- 
struments, apparatus, lab furniture, 
reagent chemicals and methodology. 
Also included is a story on the latest 
scientific probing of epilepsy, recent 
discoveries of vital brain chemicals. 
Fisher Scientific Co., 444 Fisher 
Building, Pittsburgh 19, Pa. 


MUST 
FOR 
CENTRAL} 
SUPPLY! 


Nstru-care 
SILICONE 


Oit-tess Lubrico™ 


instru-care 
THE OIL-LESS LUBRICANT 


@ ODORLESS e COLORLESS 
@ NON-TOXIC 
Heatproof, Prevents Rust, Non-Gumming 
6 Ox. or 12 Oz. Sizes 


Ask Your Dealer For List Of 17 
Other MEO! - SPRAY Products, Or Write To: 


SCHUCO INDUSTRIES 
75 Cliff St., New York 38, N. Y. 


A significant new development in walking heel design! 


Easier to apply and anchor more securely 
than conventional walking heels. Deep 
criss-cross section spacing permits the 
plaster bandage to be applied as a normal 
figure eight wrapping as illustrated. Raised 
tips on inner side of CAST CUSHION set 
firmly in cast to prevent lateral movement. 


Order a supply today... 


De Fay > 


Introduced in response to numerous 


requests from the medical profession for 


a lower, more comfortable walking 

heel for ambulatory cast patients, and 
one which could be anchored in the 
cast more securely. The F. B. CAST 
CUSHION is the result of extensive 
research, experimentation and clinical 
testing and brings you these many 
long awaited advantages. 


F. B. CAST CUSHION | 


Lower for greater patient comfort and elim- 
ination of forced limp...a true walking 
aid, not a stilt. 

Molded of fine quality rubber... strong 
and long wearing, yet sufficiently resilient 
to provide adequate cushioning and shock 
absorption. No-slip, no-mar tread. 

No. 845, $15.00 per dozen. 


DePuy Manufacturing Co., Inc., Warsaw, Indiana 
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*ROX-O- MATIC 
GAS 
STERILIZER 


Tri-State Hospital 
Technical 


Photos, starting dire-tly below, and reading clockwise, are: 


Antoinette Coduto, receptionist, West Side VA Hospital, Chicago, gets 
a limited listing from Ira Lieb, of Edward Don & Co. The company 
handles chinaware, glassware, silverware, kitchen utensils, cutlery, and 
other supplies, totaling 50,000 food service items. C-240. 


Henry |. Paul (r.) of Nursery Identi-Fote Co., dis:usses the company’s 
system of photographing new babies with Ruth MacDonald, Oaklawn 
Hospital, Marshall, Mich., and Lila M. Tessin, Oaklawn Hospital. C-241. 


Robert Mattis (center), of John Bunn Corp., discusses the company’s 
new Asepti-Pack system for packaging supplies with Irene McCor- 
mick (I.), ORS, Condell Memorial Hospital, Libertyville, Ill. and Elaine 
Sell, director of nursing, Condell Memorial. C-242. 

Jiles Freeman, Jr. (I.), of R. D. Grant Co., distributors, has a busman’s 
holiday at the convention. Here M. C. Cherbo, of Eisele and Co. shows 
a few of the items from the company’s extensive line of needles, 
syringes, thermometers and other items. C-243. 


Ray Matt, of Wilmot Castle, sits at the controls of the new 5 section 
operating table to demonstrate it for Marjoir Gerhardt, assistant di- 
rector in charge of OR, Michael Reese Hospital, Chicago. Joan Worth- 
ington, also of Wilmot Castle, serves as the patient for the demonstra 
tion. C-244. 


Richard Burgess, of Pharmaseal Laboratories, explains the company’s 
sterile urethral catheterization tray to Alfred P.H. Overmont, R.N., Chi- 
cago State TB Hospital. Compact, easy-to-use, the tray has indefinite 
shelf life, is clinically engineered to fit in with present procedures, re 
duces danger of cross-infection, and empties b!adder efficiently. C-245. 


For further information about the procucts mentioned on pages 120- 
123, see postcard opposite page 142. 
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120- 


Assembly 
Exhibits 


Photos, starting above, and reading clockwise, are: 


Edward N. Noonan (r.), of Debs Hospital Supplies, Inc., explains the 
company’s CoorecTemp centralized food service system to Flossie E. 
Erickson, dietitian, St. Anne's Hospital Chicago. On the left is Donald 
Sprague, also of Debs. The System serves foods kitchen hot, retaining 
“just cooked’’ flavor. C-246. 


Dedicated hospital executives even spend their honeymoon attending 
conventions! Mrs. Esther G. Swisher, food service supervisor, Sheridan 
Hospital, Sheridan, Mich., and Okey R. Swisher, administrator, Sheridan, 
concentrate on a demonstration of Hill-Rom’s electric hospital bed by 
company representative John Dunkelberger, (seated). C-247. 


Squibb’s new Broxodent automatic toothbrush came in for some dis- 
cussion at the company’s Tri-State booth. L. to r.: Rossylin Sincher, head 
nurse, Chicago State Hospital, Chicago; Vincent Ray, Squibb; Curtis 
O. Harang, head nurse, Chicago State; Chester Gulinski, Squibb; and 
Mary Gaines, staff nurse, St. Mary of Nazareth Hospital, Chicago. C-248. 


The wide variety of record-keeping systems featured by Acme Visible 


“Records, Inc., is demonstrated to Mrs. David Freedman, River Bank Con- 


valescent Home, Livonia, Mich., and Mrs. Edith Barrett, Lister General 
Hospital, Detroit, by company representative H. S. Dean. C-249. 


Irene L. Williams, anesthetist, Norwegian American Hospital, Chicago, 
looks at merchandise shown by Van Hamburg, of H. W. Baker Linen 
Co. Items shown included sheets, pillow cases, cubicle curtains, tab‘e 
linen, bath and face towels, hospital garments and accessories. C-250. 


Ann Baumgartner, administrator, Charlevoix (Mich.) Hospital is given 
facts on procedures for the use of Di-Crobe by Ev Fox, Huntington 
laboratories. The solution is recommended for use in the delivery 


room suite, operating suite, and nursery, as well as for general house- 
keeping. C-251. 
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Tri-State (continued) 


Photos, starting directly below, and reading clockwise, are: 


Joseph Loesel (r.), of Cutter Laboratories, demonstrates the Safti-system 
“28” to Jack F. Langer, purchasing agent, Doctors Hospital Milwaukee. 
System has single point of entry visual check for vacuum; allows only 
filtered air to conta:t solution; medication can be added at any time; 
and inverting flask automatically establishes drip chamber level. C-252. 


Edward Sarhott, Kuttnaver Co., shows a hospital uniform for non-pro- 
fessional personnel to Victoria G. Reske, chairman of inservice volun- 
teers, St. Francis Hospital, Blue Island, Ill. Shown were all types of uni- 
forms, linens, and draperies. C-253. 


John T. Lewis, of The MacBick Co., explains the Pour-O-Vac flasking 
system to Okle Marshall, ORS, Galesburg (lll.) Hospital. In this technic, 
fluids are sterilized in a container-dispenser, the hermetic seal of which 
is broken only moments before use. Closure provides sterile pouring 


lip. C-254. 


Paul Remaley, of Zimmer Manufacturing Company, discusses technics 
and equipment with Judith Pollack (center), supervisor of surgery, and 
Sophie Zebrauskas, clinical instructor, both of Evangelical Hospital, Chi- 
cago. Zimmer showed a complete line of fracture and orthopedic 
equipment. C-255. 


An informal visit winds up a technical discussion. Jolanta Kolodziejczak 
(I.), laboratory technician, and Donna Parker, chemist, both of Holy 
Cross Hospital, Chicago, chat with A. C. Darwent, of Harris Hospital 
Supply. Business concerned the complete line of hospital equipment, 
supplies, and specialties shown at the booth. C-256. 


Howard M. Hasz (r.), of Standard Electric Time, explains the workings 
of the Standard Nurse Saver calling system, to Arthur G. MacBain, di- 
rector of public relations, Good Samaritan Hospital, Vincennes, Ind. 
The system is of the audio-visual type, so arranged that when a patient 
pulls the cord lights at the bedside station, in corridor, diet kitchen, 
utility, and on the nurses station indicator, go on. C-257. 


("hotos on pages 120-123 by Hospital Topics) 


| 


Nu 
a : | 5 
Tia 
| 


ti-system 
waukee. 
ws only 
ny time; 


C252, 


non-pro- 
> volun- 
of uni- 


flasking 
technic, 
f which 
pouring 


technics 
ry, and 
al, Chi- 
nopedic 


‘iejezak 
f Holy 
lospital 
pment, 


orkings 
in, di- 
s, Ind. 
patient 
itchen, 


Association 


of Western Hospitals 


Technical Exhibits 


TOPICS’ photographer was also on the spot at the 31st annual 
convention of the Association of Western Hospitals, held in 
San Francisco April 24-27. Some of he new products featured 
are shown in the pictures on this page. 


Photos, starting above right, and reading down, are: 


Piece of linen mended with the Mend-Master, thermo-fusion heat mend- 
ing machine, is shown by machine’s inventor, W. Van Nattan (r.), of 
the Menmaster Engineering Corp., to George Ruddick, assistant di- 
rector, Vancouver (B.C.) General Hospital. Using 90 Ibs. of air supply, 
Mend-Master applies 2,880 Ibs. pressure over face of 8”x6” cast alumi- 
num platen. Micro switch which controls pressure and release of power 
beam does not operate until platen is within %” of work. Heated 
element is 110-120 volts, 750 watts (AC), and is cast in. Thermostatical- 
ly controlled heat (380°) is set at factory. C-258. 


New nurse’s call system, presented by Fisher Berkeley Corp. has sing!e 
switch which makes operation simpler than that of the conventional 
systems. Switch has three positions: off, listen, press to talk. Telephone 
receiver connected to unit may be used if more private conversation is 
desired. L. W. Rayment (r.) explains operaiton of system to John G. 
Kelley, architect, San Francisco. Other features are 5-watt push-pull 
all-transistor operation and gold-plated, self-cleaning, leaf-type switches 
for quiet operation. Large box at left of unit contains display of wires 
used in system. C-259. 


James Hess takes role of patient, while his associate Harry McDonald 
of the Hausted Division of the Simmons Co. demonstrates use of new 
Hausted Trans-Lift, which will safely lift and carry over half a ton of 
weight. To transfer a patient, a conductive sheet is placed under him, 
unit is rolled to bed, the 2” tubular frame is folded over the patient, 
and the conductive sheet is attached to the frame. With the hydraulic 
lift the patient can be raised easily from 30” to 45”. Trendelenburg 
and reverse Trendelenburg are set quickly by levers. Unit rolls easily 
under all hospital beds, x-ray machines, and operating tables. Patient 
remains on conductive sheet at all times. C-260. 


James Cronin (center), Disposable Hospital Products, shows 50-cc. 
Hyprotex disposable catheter syringe to Bill Knight, administrator, Com- 
munity Hospital, Oroville, Calif., and Robert Henwood, administrator, 
Desert Hospital, Palm Springs, Calif. Syringe comes in prepackaged 
Unit containing sterilization indicator which shows that it has been 
autoclaved. Disposable syringes are available with or without needles 
attached, and are color-coded. Carton color indicates syringe size; 
needle guard color indicates gauge. C-261. 
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HOW DOES THE SURGICAL 
MASK COMPARE IN FILTERING EFFICIENCY WITH 
GAUZE MASKS? 


In hundreds of controlled comparative tests (utiliz- 
ing both in-use and mechanical sampling methods 

.. both new and used masks... both brief and 
sustained testing periods) the “SCOTCH” Surgical 
Mask averaged up to 35 times more effective than 
gauze in filtering out airborne bacteria. 


TYPICAL TEST RESULT: (masked subjects, 2 min- 
ute test period) 


“SCOTCH” SURGICAL MASK. Test shows development 
1 of average of only 3 colonies. “SCOTCH” Surgical Mask 
® removed average of 99.4% of airborne organisms. 


STANDARD GAUZE MASK. Average of 105 colonies devel- 
2 oped. Test series indicated gauze mask removed av- 
= erage of only 76.4% of organisms. 


for two minutes to unmasked subjects. Average growth 


3 NO MASK. As a control, series of plates were exposed 
® was 445 colonies. 
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For further information see postcard opposite page 142. 


NEW PATIENT SAFETY: 


HERE ARE THE FACTS ON THE NEW, HIGH-FILTRATION 


SCOTCH SURGICAL MASK 


WHY IS THE DESIGN AND CONSTRUCTION OF 
THE “SCOTCH” SURGICAL MASK SO EFFICIENT? 


The “SCOTCH” Surgical Mask is molded of a new 
stabilized-porosity synthetic fabric with an unusu- 
ally high filtration capacity. Unlike soft, woven 
fabrics such as gauze, its built-in porosity is perma- 
nent. There is little or no variation from mask to 
mask and no radical loss of efficiency due to com- 
pression, matting, or wetting during use. 


HOW DOES THE CONTOURED SHAPE OF THE 
MASK INCREASE ITS FILTERING EFFICIENCY? 


Because it is held away from the mouth and nos- 
trils, virtually the entire inner surface of the 
“SCOTCH” Surgical Mask acts as a filter. Exhaled 
moisture droplets are not propelled through a small 
area, but are dissipated at low velocity within the 
mask. 


MUST THE “SCOTCH” SURGICAL MASK BE 
CHANGED DURING PROLONGED PROCEDURES? 


Rarely. Whereas gauze masks rapidly lose efficiency 
due to wetting and must be changed frequently, the 
“SCOTCH” Surgical Mask shows little or no drop- 
off in filtering effectiveness in extended use. 


HOW IS LEAKAGE AROUND THE MASK EDGES 
CONTROLLED? 


The adjustable nose piece, contour shape and elas- 
tic band of the “SCOTCH” Surgical Mask provide 
a close fit that minimizes air leakage. Fogging of 
glasses is almost totally eliminated. 


DOES THE MASK’S HIGH FILTRATION MAKE 
BREATHING DIFFICULT? 


Not at all. Because of its large effective filtering 
area, breathing is actually easy. There is no sig- 
nificant CO, build-up within the mask. Speech is 
not muffled. 


WHAT ABOUT COMFORT? 


The “SCOTCH” Surgical Mask has been called “the 
most comfortable yet.” It is lightweight (9 masks 
weigh only one ounce). Measured skin tempera- 
tures have proved 1° cooler than inside gauze 
masks. Vision is not obstructed. Elastic band holds 
mask in correct position without slipping or bind- 
ing. There are no strings to tie or adjust. 
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IS THE “SCOTCH” SURGICAL MASK EXPENSIVE 
TO USE? 

No. An independent six-month cost study at a lead- 
ing hospital showed virtually identical over-all costs 
whether the “SCOTCH” Surgical Mask or gauze 
masks were used. “SCOTCH” Surgical Masks cost 
approximately 9 cents each at quantity prices... 
eliminate all inspection, laundry and re-steriliza- 
tion costs. 

CAN THE MASK BE AUTOCLAVED? 

Yes. While this mask is designed and priced to be 
fully disposable, it may be steam autoclaved with 
no loss of filtering efficiency. 


HOW CAN YOU TRY THE “SCOTCH” SURGICAL 
MASK IN YOUR HOSPITAL? 


Your surgical supply dealer can fill your trial order 
promptly—box of 50 masks, only $6.00; case of 10 


boxes, $54.00. Or, for free samples and additional 
literature, contact your 3M Sales Representative 
or write to 3M Company, Dept. NAM-61, 900 Bush 
Avenue, St. Paul 6, Minnesota. 


T PRICES SUBJECT TO CHANGE WITHOUT NOTICE 


BRAND 


SURGICAL 
MASK 


NO. 8300 


MINNESOTA MINING AND MANUFACTURING COMPANY r3M 
.. .WHERE RESEARCH IS THE KEY TO sheen 


* PATEN 


NDING “SCOTCH” is a registered trademark of 3M Co, 


COPYRIGHT 3M CO., 1961 


Enthusiastically accepted. The “SCOTCH” Surgical Mask shown in use in a leading midwestern hospital—one of the many 
ES institutions that have already standardized on this high-filtration disposable mask. 
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NEW CONCEPT 

GLOVE 


LUBRICANTS 


| longer confined to the pharmaceuti- 


i 


SPRAY 
by SEAMLESS 


Ezon Spray by Seamless is an exclu- 
sive, specially formulated liquid glove 
lubricant—a totally new concept— 
to make glove donning easy. Ezon 
Spray is convenient and simple to 
apply because it is an aerosol prepa- 
ration that is sterile when dispensed 
-—-it is sprayed directly on the 
scrubbed hands. Ezon Spray con- 
tains no powder and thus eliminates 
the “free dust problem” in the op- 
erating room. 

Ezon Spray spreads easily on the 
hands, affords maximum comfort of 
gloves, and provides an excellent 
emollient effect. It is nontoxic, hypo- 
allergenic and noninjurious to rub- 
ber. Ezon Spray (SR 815) is pack- 
aged in 8-oz. aerosol cans, 12 cans 
per case. Order from your Seamless 
surgical supplies dealer. 


HOSPITAL DIVISION 


THE SEAMLESS RUBBER COMPANY 


NEW HAVEN 3, CONN. 
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PHARMACY 
(Continued from page 71) 

a highly trained and _ professional 
pharmacist,” Mr. Robertson assert- 
d. 

Grover C. Bowles, Jr., chief phar- 
macist, Baptist Memorial Hospital, 
Memphis, Tenn., and chairman of 
the APhA house of delegates, told 


_ the assembly that the major prob- 


lem confronting American pharmacy 
is professional survival. “Is phar- 
macy, as practiced in the United 
States, a trade or an important pub- 
lic health profession?”, he asked. 
“Unfortunately, the discussion of 
this all-important question is no 


cal profession. We are now confront- 
ed with legal action which will ul- 
timately yield decisions.” 

Mr. Bowles said the outcome of 
the antitrust actions now pending 


| against pharmaceutical associations 


in western states is of the utmost 


| importance to every pharmacist in 


the nation. He referred to the action 
being taken by the U. S. Depart- 
ment of Justice against the Arizona 
Pharmaceutical Association and two 
county pharmaceutical associations, 
Maricopa and Tucson, which have 


_ been cited in anti-trust complaints. 
| Civil complaints have also been filed 
| in Idaho and Utah. The first legal 


| 


test will come when a criminal anti- 
trust action against the Northern 
California Pharmaceutical Associa- 
tion is heard in federal court in San 
Francisco this month. 

“While renewal of the drug hear- 


| ings by Sen. Estes Kefauver’s sub- 


| committee was delayed temporari- 


ly,” he said, “the Tennessee senator 
and Rep. Emanuel Celler of New 


| York on April 12 introduced identi- 


cal bills in Congress to amend anti- 
trust food and drug laws. The an- 
nounced purpose of the legislation 
is to lower drug prices to consum- 


_ ers, and to improve protection un- 
| der the present law. Sen. Kefauver 


and Congressman Celler claim that 
lower prices would result if addi- 
tional competition were encouraged 
by the proposed measure, and also 


' by the incentive to doctors to pre- 


scribe by generic names rather than 
trade names.” 
Attorney Arthur B. Hanson, Wash- 
ington, D. C., co-counsel for the 
anti-trust actions pending against 


For further information see postcard opposite page 142. 


the pharmaceutical associations, said - 


the question of applicability of th 
Sherman act to professionals acting 
in their professional capacity js 
still wide open. He explained tha 
the U. S. Supreme Court has neve 
passed on whether or not the Sher. 
man anti-trust act applies to the 
professions, and if so, in what de. 
gree. 

Vincent E. Covins, chief of the 
industrial materials and __ product 
branch of the Bureau of Labor sta- 
tistics, provided new facts on the 
cost of prescriptions. In reviewing 
the concept of the Consumer Price 
Index, he said that total medical 
care costs represent about 5 per- 
cent and prescriptions less than one- 
half of one percent in the present 
Index. In 1952, the families repre- 
sented by the Index averaged 33 
persons and their average income 
was estimated at $4,160. They rep- 
resent about 40 per cent of all fami- 
lies. 

“From 1935 to 1960, the prices of 
prescriptions in the Index advanced 
about 77 percent while the over-all 
consumer Price Index showed a rise 
of 114 percent. With the cooperation 
of many pharmaceutical agencies, 
the new index data will be based on 
the results of a recent survey. This 
survey of prices for 18 different rep- 
resentative prescriptions was con- 
ducted in Portland, New York, Chi- 
cago, Lynchburg, Charleston, Kkan- 
sas City, Los Angeles and Boston. 

Comparing the old and new meth- 
od, he said: “The December 1960 In- 
dex based on the revised list of 
prescriptions is lower (2.4%) than it 
would have been if we retained the 
previous sample. Pharmacists have 
most generally attributed their re- 
duced prices to the consumer to the 
lower costs of their supplies from 
wholesalers.” 

Discussing the chemicals and al- 
lied products group in the Index, 
he said: “Since the base period, 
1947-1949, prices for chemicals as @ 
total group have risen about 10 per- 
cent. Prices for drugs and pharma- 
ceuticals combined, have declined 
about 5% percent and pharmaceuti- 
cal preparations alone have risen 
slightly over two percent which is 
about 1/10 the increase registered 
for the total of all commod ties com- 
bined.” 
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NEW SPEED 
SAFETY 
Sterilization 


4.DYNAMIC AIR ELIMINATION—Auto- 
matic pulse system purges air, assures 
_ rapid, complete stream penetration. 


2HIGH-SPEED JET HEATING—Raises 


Look at these EXCLUSIVE features: 


loads to sterilizing temperature 50-100 % ili 
...the modern pushbutton sterilizer control system 
LIQUID COOLING — New unprecedented speed with new sterilizing 
three times faster tha tional 
1's automatic thetoucher .safetv—all at the touch of a button—that’s 
! 
_— Orthomatic, Castle’s revolutionary new sterilizer 
4, QUICK-SET TEMPERATURE CONTROL 
finger's control system. Central Supply, Surgery, Lab- 
where from 212°F to 270°F. oratory, Milk Formula Room—wherever you 
§.PUSH-BUTTON CONTROL — No in- jlize— i 
goived settings! A of button sterilize—the pushbutton Orthomatic System will 
Serlization is programmed from start to out perform any sterilizer you are now using. 


\ Find out how Castle Orthomatic can bring your hospital 
ik safer, more efficient sterilization, at less cost. Also available: 
 Thermatic and Manual Control systems. 


Carsttle— LIGHTS AND STERILIZERS 


WILMOT CASTLE CO., 1806 E. HENRIETTA RD., 


Subsidiory of Ritter Company Inc. 


JUNE, 1961 For further information see postcard opposite page 142. 127 
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Top left: The Chicago Hospital Council recently celebrated its 25th anniversary with an awards 
luncheon. The citation for “Employee of the Year’’ went to Mrs. Matilde Hedmann (I.), physical 
therapy aide at LaRabida Jackson Park Sanitarium. In addition to her work as an aide, she per- 
forms other voluntary duties both in the hospital and her own home, including interpreting for 
Spanish-speaking patients. Shown with Mrs. Hedmann is Georgianne Richards, business adminis- 
trator at LaRabida. 

Top right: CHC’s citation for “Patient of the Year’ was awarded to Thomas W. Morrow (l.), 
columnist for the Chicago Tribune. Mr. Morrow was cited for his courage, spirit, and sense of 
humor throughout his stay at Chicago Wesley Memorial Hospital. Through his daily column, he 
turned the spotlight on the persons around him, capturing the courage of all hospitals and their 
patients. Pictured with him is Kenath Hartman, superintendent of the hospital. 

Mortimer W. Zimmerman, executive director, Louis A. Weiss Memorial Hospital and president of 
the Chicago Hospital Council, presided at the anniversary luncheon and presented citations to 
three retiring members of the council’s board of directors. Pictured are (I. to r.) Stanley P. Far- 
well, trustee, Provident Hospital; the Rt. Rev. Msgr. John W. Barrett, dire:tor of Catholic hospitals, 
Archdiocese cf Chicago; Mr. Zimmerman; and Edison Dick, president, board of directors, Passsa- 


vant Memorial Hospital. Rev. Barrett is one of the council’s founders, and has served on the 
beard for 25 years. ; 


United Medical Service, Inc. (Blue 
Shield)—announces the election of 
three new directors to the board: 
George E. Becker, vice-president in 
charge of Chase Manhattan Bank’s 
metropolitan branch and chairman 
of its advisory committee; William 
N. Lewis, personnel relations direc- 
tor and a member of the board, 
Ebasco Services, Inc.; and Benja- 


min Werne, professor of industrial 
relations, Graduate School of Busi- 
ness Administration, New York Uni- 
versity, and lecturer on medical 
jurisprudence, Columbia Universi- 
ty School of Public Health. 


John P. Bent; William M. Collins, 


Jr.; and Herbert P. Sedwick, all 
members of the board of trustees, 
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Personally 
Speaking 


Presbyterian-St. Luke’s Hospital, 
Chicago—have been awarded dis- 
tinguished service medallions in rec- 
ognition of outstanding contribution 
to the hospital. 


Jesse L. Bollman, M.D.—has been 
named director of research, Roch- 
ester (Minn.) State Hospital and 
senior research consultant to the 
state department of ‘public welfare. 
Dr. Bollman has been censultant 
and head of the section of experi- 
mental biochemistry at the Mayo 
Clinic. 


Meyer Brown, M.D.—has _ been 
named head of the division of ner- 
vous and mental diseases, Evanston 
(Ill.) Hospital, succeeding Thomas 
L. Fentress, M.D. who wil! continue 
to serve as senior hospital staff 
member. 


George B. Caldwell, former associ- 
ate director, Rockford (Ill.) Memori- 
al Hospital, has been named chief 
administrator of Lake Forest (Il) 
Hospital. 

(Continued on page 1:0) 
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HOSPITAL TUBING SETS 


designed for use in a wide range of medical 
and surgical intubation functions 


SPECIAL FREE GOODS OFFER 


through July 1, 1961... 


1 box (50 sets) free with — — 
every 10 boxes na 
purchased 
y FORMULATED FOR FUNCTION 
// four distinct vinyl formulaticns insure the correct 
y degree of flexibility for the end-use...each set is 
/ “custom-tailored”...no variation in wall thickness 


f/ IMPROVED DESIGN 


smooth, unbroken plastic surface...softly rounded 
distal tips... oval-shaped “eyes” properly positioned 
for most efficient performance 


\\ EFFICIENTLY PACKAGED 


transparent polyethylene packages for visibility plus 


\ sterility can be used for inventory control } } 
\ 
\ ANIMAL TESTED / | 
\\ exhaustive biologic studies...assure that every batch / 
) of tubing used in these sets is TISSUE-COMPATIBLE le ff 


B-D , products y 


Harris Flush (enema) - connecting - oxygen - extension 
feeding - urinary drainage - stomach - rectal - suction 


BECTON, DICKINSON AND COMPANY - RUTHERFORD, NEW JERSEY 


IN CANADA: BECTON, DICKINSON & COMPANY, LTD., TORONTO 10, ONTARIO 


8-0 AND DISCARDIT ARE TRADEMARKS OF BECTON, DICKINSON AND COMPANY 


| 
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Eric G. Carlson 
—has been ap- 
pointed execu- 
tive director of 
the National 
Fund for Gradu- 
ate Nursing Ed- 
ucation, a non- 
profit foundation 
working through 
private resources to solve the nation- 
al nurse shortage. 


George E. Daniels, M.D.—will retire 
June 30 as director of the Psycho- 
analytic Clinic for Training and Re- 
search and as clinical professor of 
psychiatry, Columbia University’s 
College of Physician and Surgeons. 
He will be succeeded in both posts 
by George S. Goldman, M.D., pres- 
ently associate clinical professor of 
psychiatry at the College of Physi- 
cians and Surgeons. 


TREATED WITH 
THERMOPLASTIC HEAT-SEAL 


GLASSINE 


STERILIZER BAGS 


Available plain or printed and color 
coded for easy, instant identification. 
Thermoplastic treatment permits heat 
sealing for perfect closure. 


OTHER PRO-TEX-MOR DISPOSABLES: — 
Sterilizer Bags for Syringes, Catheters, Gloves and 
Bed Pans « Nipple Covers « Pro-Tex-Wrap + Flush- 
able Bed Pan and Urinal Covers + X-Ray Storage 
Envelopes « Examination Gowns Plastic and Paper 
Waste Can Liners « Plastic and Paper Trash Can 
Liners « Plastic Waste Basket Liners + Plastic 
Hamper Bags. Also plastic pillow and mattress 
covers and aprons. 


PRO-TEX-MOR 


SYRINGES 
NEEDLES 

“CATHETERS 
and 

“ALL PURPOSE” 


MEDICAL DIVISION 
CENTRAL STATES PAPER AND BAG CO. 


5221 Natural Bridge + St. Lovis 15, Mo. 


SOLD EXCLUSIVELY THROUGH MEDICAL AND SURGICAL SUPPLY DEALERS 
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Daniel N. Finch—has been nani 
administrator, Bronson Methodig 
Hospital, Kalamazoo, Mich., gy 
ceeding the late Rev. Dr. Willian ci 
Perdex. 


Harry C. F. Gifford, administraiy 
Community Hospital at Glen Coy 
N. Y.—will become executive ding. 
tor, Springfield (Mass.) Hospita) 
June 1. 


Alvin Goldberg—has been appointed 
administrator, Polk County Hog. 
tal, Bartow, Fla. He was former) 
assistant administrator, South Flori- 
da Baptist Hospital, Plant City. 


Robert L. Harris 
(1.)—has been 
appointed an . 
sistant adminis 
trator, Decatw 
and Macon 
County Hospital, 
Decatur, Ill He 
has been an ad- 
ministrative as- 
sistant at the 


hospital. David 
M. Hatfield has 
also been ap- 
pointed an as- 
sistant adminis- 
trator for the 
hospital. Mr. 
Hatfield has been 
an administra- 
tive assistant, 
University of 
Chicago Clinics; and an _ instructor 
in, and an assistant director of, the 
graduate program ‘in hospital 
ministration at the university. 


Robert Herndon—is new laboratory 
technician, and Margaret Burris is 
consulting dietitician, Calhoun 
County Memorial Hospital, Port 
Lavaca, Tex. 


Charles R. Kleeman, M.D—has 
been appointed chief of medicine, 
Mt. Sinai Hospital, Los Angeles, Dr. 
Kleeman is associate professor 0 
medicine, UCLA Schoo! of Medicine. 


J. Gerald Lewis, president of Mt 
Sinai Hospital of Greater Miami, 
Miami Beach, Fla., for the past yea! 
was unanimously re-elected to @ 
second term, 1961-62. 

(Continued on pay 132) 
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nedicine, 
reles, Dr. . _ Dacron seamless arterial grafts and aortic 
aie att bifurcations are made to the precise specifications of 
Medicine Michael E. DeBakey, M.D., and members of the 
Department of Surgery, Baylor University; by the 
t of Mt U.S. Catheter & Instrument Corp. 
| Miami, With these Dacron grafts and our present line of 
ast year, Teflon grafts, C. R. Bard now provides the 
ed to @ most comprehensive line of vascular prostheses ever, 
offering the surgeon one source for the widest range 
32) of types and sizes... immediately available 
through leading surgical/hospital suppliers. 
For clinical references and technical data, request 
C. R. Bard catalog supplements Teflon 3-R and Dacron 10 
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THE BARD 
LINE 


C.R. BARD, INC. 


MURRAY HILL, WJ. 


3 


INTEGRITY 


QAVALITY 


SINCE 1907 


For further information see posicard opposite page 142. 
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Robert J. Marsh—is new adminis- 
trator, Warren A. Candler Hospital, 
Savannah, Ga. Formerly he was ad- 
ministrative assistant, Chicago Wes- 
ley Memorial Hospital. 


Peter G. Meek—has been appointed 
Council; he will take office Aug. 1. 
Mr. Meek is director of the New 
York office and northeast regional 
representative for the National So- 
ciety for Crippled Children and 
Adults. 


Frank Morrell, M.D.—has been ap- 
pointed professor of medicine and 
head of the division of neurology, 
Stanford University School of Med- 
icine, Palo Alto, Calif. He is a for- 
mer associate professor of neurology 
and neurophysiology, University of 
Minnesota. 


Carl L. Mosher—has been named 
director, Presbyterian Hospital in 
Philadelphia, effective in August. 
Mr. Mosher, who has been assistant 


"MAKE THIS FINGER-PUNCTURE STRENGTH TEST 


NYLON 


Prove it to yourself—draw your finger nail across the Nylon | 
Film .. . then-try to force fingertip through. See how ob- 
jects are safely protected from puncture contamination. 


AUTOCLAVABLE FILM 
DURABLE * REUSABLE * TRANSPARENT 


It is steam permeable yet impermeable to bacteria, keep- 
ing contents sterile till needed. Highly effective, it resists 
tearing or puncture and is reusable for repeated auto- 
claving, an important economy feature. Use normal ster- 
ilization techniques up to 287° F. Transparency of Nylon 
Film permits immediate identification of contents. Avail- 
able in 13 widths from 1” to 25” and in 2 thicknesses. May 
be cut to desired length for instruments or packaging 
of linens and dressings. Sealed, sterilized contents may 
be stored in original package until required. 


ALL SIZES TO 20” NOW 
AVAILALE IN 100’ 
DISPENSER-TYPE BOXES 


write for descriptive literature 


SIERRA ENGINEERING CO. 


R. A. HAWKS DIVISION — 


123 E. Montecito + Sierra Madre, Calif. 
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administrator, Abbott Memorial Hot 


pital, Rochester, N.Y., will 
Robert C. Millar, who has becon, 
administrator, Abbott 


Memoriel 
Hospital, Minneapolis. 


Edward R. O’Connor—is new 
manager, St. Francis Hospital, Han. 
ford, Conn. 


Ruth M. Olson, R.N., superinteng. 
ent, New Britain (Conn.) Memori:| 
Hospital—has been elected pre. 
dent, Connecticut Society of Ger. 
ontology, succeeding Harold Bar. 
rett, M.D., deputy commissioner 
State Department of Health. 


Armand A. Wallack, M.D.—has beer 
appointed director of medical educa- 
tion, Philadelphia General Hospital, 
He succeeds Edithe Levit, MD, 
who has resigned. 


Mrs. Katharine W.  Wells—ha; 
joined Mt. Sinai Hospital of Greater 
Miami, Miami Beach, Fla., as di- 
rector of social service. Previously 
she was executive director, Visiting 
Homemaker Service for Union 
County, N. J. 


George A. Wolf, Jr., M.D.—dean of 
the University of Vermont Medi- 
cal College, has been named execu- 
tive director, New England Medical 
Center and vice-president for med- 
ical affairs of Tufts University, Bos- 
ton, effective in September. 


Deaths 


Emily Dunning Barringer, MD. 
first woman ambulance _ surgeon, 
first woman to serve on the staff of 
a general municipal hospital in New 
York, and first woman to receive a 
diploma for internship at New York 
City’s Bellevue Hospital; fellow, 
AMA and member, ACS—April 8. 


Jules Bordet, M.D., Nobel Prize 
winner for medicine and physiology, 
humanist and-scientist—April 6. 


Ulysses Grant Dailey, M.D., emeritus 
chief of the surgical staff of Provi- 
dent Hospital, Chicago, a former as- 
sociate editor of The Journal of the 
International College of Surgeons, 4 
past president of ‘the National Med- 
ical Association, and honorary ¢on- 
sul for the Republic of Haiti—April 
22. 
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ceive a You can see from its shape how a oe 
York Nipple fits inte the corners of a baby’s mouth. Won't collapse or bite 
7 ae This helps seal out air. And less air swallowing vn | 
e 8 means, of course, less burping, less spitting up, ad 
and less chance of colic. 
i ’ ti ic technique. 
| Prize Saves nurses’ time. . . better aseptic 
siology, This new Curity design virtually ends the need 
16 to slash or change nipples to get the right flow. 
Feeding is steadier and faster, no 
itus handle nipples after sterilization. New fla pencil 
plastic overcap protects nipple sterilizer to Ordina ry bel shaped Curity RibNipple ills 
bedside —is easier to stack and clean. nip 
H ital t improved feeding. Because side ribs out ake, 
the espitals repor Prustrates baby with assure steady m 
eons, a Curity Rib Nipples are made oo “oye oe collapsing, clogging. flow. Won't bite shut. 
cision, they insure a uniform flow of formula, 
— nipple after nipple. A sluggish feeder gets what , : 
apes he needs, and so do normal and lusty feeders. . A 
—April Two years of tests also show marked feeding im- U rit 1 I e 
provement in premies and cleft palate 
Complete nurser components also available, inc u 4 mh 
ing Caps, Discs, Overcaps, and ‘‘Sure-Grip”’ bottles, aia KE NDALL oom ’ 
shaped to fit the hand, easier to store and clean. 8 
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The first Geigy leadership award ‘“‘cre- 
ated to honor people in hospital phar- 
macy for demonstrated qualities of 
leadership,"’ was presented to Clifton J. 
Latiolais (r.) president, American Society 
of Hospital Pharmacists, by Al Mannino, 
director of hospital sales for Geigy Phar- 
maceuticals. The award, an_ inscribed 
bronze mortar with a pestle which can 
be used as a gavel, will be presented to 


all presidents of affiliated chapters of the 
society. 


AHSC Forms New Subsidiary, 
Opens Carolina Sales Center 


American Hospital Supply Corp. has 
announced the formation of Conver- 
tors Inc., a wholly-owned manufac- 
turing subsidiary, to produce dis- 
posable paper specialties for the 
medical field. 

Disbribution of Convertors’ pri- 
mary product line is through Ameri- 
can’s Hospital Supply Division and 
other hospital and surgical suppliers. 

AHSC has also announced forma- 
tion of Dietary Products, national 
full-line food equipment supplier for 
hospitals and related institutions. 
A staff of food equipment and serv- 
ice specialists has augmented the 
sales force to advise hospitals plan- 
ning new construction or renovation 
of food service areas, in addition to 
supplying day-to-day needs. 

In addition AHSC has announced 
the establishment of its new Char- 
lotte, N. C. regional sales and dis- 
bribution center. With its new center 
—the fifth programmed for 1960-61 
—American will provide overnight 
delivery to several hundred hospi- 
tals served in the region. James D. 
Vail, American sales representative, 
has been appointed manager of the 
new Charlotte operation. 

New appointments elsewhere with 
AHSC: William F. Porter II has 
been named a vice-president of the 
Hospital Supply Division. James I. 


TRADE 


Heine has been appointed office man- 
ager for AHSC’s regional sales and 
distribution center, Washington, D.C., 
and Richard P. McMahon has been 


Rado, formerly sales contract man- 
ager of U.S. Hospital Supply Corp. 
Martin I. Haver, who also was with 
U.S. Hospital Supply, will assist Mr. 


appointed product analyst, AHSC. Rado. 


* * * 
* 

Donald B. Hackel, M.D.—professor 
of pathology, Duke University, has 
been awarded the fifth experimental 
pathology award for medical re- 
search by a pathologist under 40 
years of age, as well as a $1000 hon- 
orarium, contributed by Parke, Da- 


vis, & Co. 
REF Dynamics Corp.—has formed a * * 


hospital equipment division. Manag- George L. Newport—has been ap- 
er of the new division is William R. pointed southeastern district sales 


James E. Svalberg—has been ap- 
pointed sales manager, Sterilon 
Corp., and will direct all activities 
of Sterilon’s field sales force. He has 
been associated with Cutler Labora- 
tories and Mead Johnson. 


* * * 


A pair of pioneers in the hospital and surgical field, Andrew W. Fleischer and Oscar 
O. R. Schwidetzky, were honored recently for combined service of 87 years with 
Becton, Dickinson and Company and over a century to the cause of medicine and 
surgery. Mr. Fleishcher, inventor of the mercurial sphygmomanometer and the Fleischer 
spinal-fluid pressure manometer, is director of the diagnostic department and has 
been with B-D for 40 years; Dr. Schwidetzky is noted particularly for the develop- 
ment of special equipment for anesthesia administration and is B-D's director of 
research—he joined the company in 1913. Shown at a testimonial dinner for the 
two are (I. to r.) R. N. Shaw, general line sales manager; W. S. Little, vice-president 
in charge of sales; Mr. Fleischer; Dr. Schwidetzky; and Fairleigh S. Dickinson, Jr, 
B-D’s president. 
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shows after sterilizing 


e@ “STERILE” IN POSITIVE BLACK SHOWS ONLY AFTER 15 MINUTES AT 250° F. IN AUTOCLAVE 
\ * Eliminates Guesswork 


BEFORE autoclaving 
* Seals and Identifies 


\ © Shows Size and 
Quantity 
* Gives Proof of 
Sterilization 
* No Pencil Mark 
Mistakes 
Sulphur-Free .. . 
Eliminates Ugly Stains 


(TIME STERILE INDICATOR) 


LABELS 


Multiple dispensor — a compact 
_unit to hold all sizes of gloves 
and/or any one of surgical pack. 


WRITE FOR SAMPLE AND 
LITERATURE OR SEE YOUR 
NEAREST HOSPITAL 
SUPPLY DEALER 


LABELS 


Coarse 


PROFESSIONAL TAPE CO., INC. 


355-A Burlington Ave. Riverside, Ill. 
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autoclaving 
\\ 


manager, Baxter Laboratories, Inc. 
He previously had been market 
planning manager. Also, George R. 
Kraft is new mid-Atlantic district 
sales manager for Baxter. Mr. Kraft 
has served as assistant to the general 
sales manager and as a medical serv- 
ice representative. 


* * * 


John Grenzebach—will head Fund 
Raising Management, Inc., a new 


division of Fund Fulfillment Corp. 
The new affiliate will offer fund- 
raising management service to hospi- 
tals, colleges, and universities. Mr. 
Grenzebach formerly was vice-presi- 
dent, Beaver Associates, a fund- 
raising firm. 
* * * 

Kenneth S. Rounds—recently was 
awarded highest honors as president 
of the Curity Club in Bauer & Black 


A & B...-ELASTIC 
RIB SPLINTS 


With Velcro fasteners. No metal 
parts (No rust stains). Washable. 
Easily applied; easily adjusted. 
Four sizes: Small (24 30); Medium 
(30/36); Large (36/42); X-large 
(42/48). Male: No. 768; Female, 
No. 868. 


c...ABBOTT 
BACK BRACE 


True three-point hyperextension. 
Light weight (25 ounces). Anodized 
aluminum parts. No transfer of 
smudge (oxidation) to hands or 
clothing. Adjustable for height and 
width. Washable, instantly dried 
with towel. Fitting instructions with 
each brace. No. 1901-A, Reg.; 
1901-B, X-large. 


D...DAUBENSPECK HEAD HALTER 


With OEC’s intrcduction of this newly developed, self-adjusting head halter, the long hoped- 
for improvement in treatment of cervical ‘racture of the vertebrae, osteochondritis, scoliosis 
and subluxation of the cervical spine has become a reality. No. 377—halter complete; No. 


377A W/Removable plastic foam pads. 


E...CRUTCHES : WALKERS 


ALUMINUM-ANODIZED-SMUDGE FREE 


(a) Axilla Crutch—Adult and Child—OEC-1315. 


(c) Walker—1’’ aluminum tubing—OEC-1320. 


F... CANES 


(d) Adjustable Walking Stick—OEC-1310. (e) Adjustable Cane with tri-tip swivel—OEC-1309C. 
(f) Adjustable Cane—OEC-1309. 


® 


Your Sign of Quality 


EUROPEAN ASSOCIATES 
ZIMMER ORTHOPAEDIC LTD., Bridgend, Glam, Great Britain * ORTOPEDIA G.m.b.H. KIEL, Kiel, Germany 


(b) Canadian Crutch—Adult and Child—OEC-1305. 


AVAILABLE FROM SURGICAL SUPPLY DEALERS 


Orthopedic Equipment Co. 


Bourbon, Indiana 


hospital division’s special awards to 
select sales representatives for out- 
standing sales achievement in 1969, 

x * * 
Jay Rubin, president, N. Y. Hotel 
Trades Council, and Richard A, Ca. 
bell, vice-president, International 
Nickel Co., Inc.—have been elected 
directors of New York’s Blue Cross, 

* * * 
Leon C. Pullen, hospital consult- 
ant, firm of Herman Smith, M. D, 
and former administrator, Decatur 
and Macon County Hospital, Deca- 
tur, Ill—was awarded the [Illinois 
Hospital Association’s Tri-State 
Award of Merit for “exceptional 
service in promoting improved pa- 
tient care, efficient hospital opera- 
tion, and enlightened administrative 
practices.” 

* * * 
Ray G. Halvorsen—has been elected 
president, Scientific Apparatus Mak- 
ers Association. He is executive vice- 
president, Hamilton Manufacturing 
Co. P. S. Dickey, president, Bailey 
Meter Co., was elected SAMA presi- 
dent pro tempore, and T. M. Mints, 
president, E. H. Sargent & Co., con- 
tinues as treasurer. 


* * * 


Becton, Dickinson and Co—has 
opened two new plants: North Ca- 
naan, Conn. (producing disposable 
needles and syringes), and Broken 
Bow, Neb. (producing disposable 
blood-collecting tubes). The North 
Canaan plant will be under the su- 
pervision of R. J. Smith, manager, 
who was formerly B-D’s assistant 
manager of quality control. Robert 
Gangyel, previously assistant to the 
general manager of the B-D Colum- 
bus, Neb., plant, will be manager of 
the Broken Bow factory. 


* * * 


Puritan Creates Hospital 
Services Division 

A special hospital services division 
has been created by the Puritan 
Chemical Co. to assist hospitals in 
professional housekeeping. Millard 
L. Wear, formerly administrator, 
Kennestone Hospital, Marietta, Ga. 
has been named associate director 
—hospital services. He wi!! offer his 
assistance in the organization and 
development of professional house- 
keeping programs. 
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Wescodyne with“Tamed lodine” destroys the widest range 
of micro-organisms —cleans and disinfects in one step 


Wescodyne is formulated with “Tamed Iodine.” 
It non-selectively destroys bacteria, viruses, 
spores, fungi, even resistant types of staph. 


Wescodyne improves upon, and eliminates the 
need for, a wide variety of products. Its strong 
detergent action combines cleaning and disin- 
fecting in one step. 


In solution, Wescodyne is non-toxic, non-stain- 
ing, non-irritating. And virtually odorless. At 
recommended dilution, Wescodyne has a rich 
amber color. As long as the color remains, posi- 
tive germicidal activity continues. 

Astonishingly enough, Wescodyne costs less than 
2¢ a gallon at general-use dilution. 


WEST inc 


WEST DISINFECTING DIVISION 


JUNE, 1961 


For further information see postcard opposite page 142. 


For full information, results of scientific evalua- 
tions, and recommended O.R., housekeeping and 
nursing procedures, write West Chemical 
Products, Inc., 42-16 West Street, Long Island 
City 1, New York. 


**Wescodyne’' and ‘'Tamed lodine’’ are Reg. T.M.'s of West Chemical Products, Inc, 


| Technical Advisory Service | 
| West Chemical Products, Inc. | 
l 42-16 West Street, Long Island City 1, New York | 
| Gentlemen: () Please send available literature | 
| () Have your representative call | 
Name 
| Title 
| 
Address 

| | 
| | 
| City Zone State | 
| w | 
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For * Personal Patient Protection 


ALL-PURPOSE 
CATHETER § 


(In Exclusive Polyethylene 
Peel-back Tray) 


it’s Rubber 

Sterrle 
it’s Disposable 
‘at a New Low Price 


New utility catheter combines the desirable features of the 
Nelaton and Robinson style catheters. May also be used as an 
aspirating catheter. 


Sterilization is achieved under rigidly controlled conditions and 
checked by bacteriological testing before each catheter is re- 
leased. Exclusive heat-sealed package keeps sterile field intact. 


>K A LINE OF COMPLETELY FUNCTIONAL AND LABOR-SAVING 
DISPOSABLES INVOLVING MASS DAILY ROUTINES. 


Complete information furnished on request. Write on your Professional or Institutional letterhead to: 


DAVOL RUBBER COMPANY PROVIDENCE 2. 


RHODE ISLAND 
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HOSPITALS, CLINICS AND HEALTH CEN- 
TERS. New York City: F. W. Dodge Corp. 
$9.75. 

Hospital architects, administrators, 
and consultants have waited too long 
for just such a collection of useful 
ideas and fundamental principles as 
are found in this book. 

The editors of Architectural Rec- 
ord culled their publication for the 
best hospital, clinic, and health cen- 
ter designs that have appeared in 
recent years. Each presentation is 
supported with illuminating descrip- 
tion and discussion of both the good 
and the not-so-good features of 
each plan. Fundamental principles 
of institutional planning, such as 
work and people circulation; basics 
of air circulation; factors to consider 
in teletherapy suites; and so on, are 
thoroughly explained and illustrated. 

Almost every type and size of 
health facility is detailed in repro- 
duction of plans, diagrams, and by 
superior photography of interiors 
and exteriors. It embraces every- 
thing from the small cottage-type 
hospital to giant urban teaching cen- 
ters; from doctors’ offices to major 
health clinics; and, in addition, im- 
portant attention is paid to special 
facilities such as rehabilitation cen- 
ters. 

For hospital people concerned with 
expansion, major alterations, or new 
construction; for architects planning 
such projects; and for consultants 
guiding the program, Hospitals, Clin- 
ics and Health Centers is a unique 
and indispensable resource of ideas, 
methods, and facts. It’s the clearest, 
most interesting and informative text 
of its kind yet to come to our atten- 
tion—Carl I. Flath, FACHA, prin- 
cipal, John G. Steinle and Associates. 


SOURCES FOR HOSPITAL ADMINISTRA- 
TORS: PUBLICATIONS AND FACILITIES 
SERVING THE HEALTH ADMINISTRATION 
FIELD. By Paul Wasserman, librarian and 
[ssociate professor, Graduate Schoo! of 
Business and Public Administration, Cor- 
nell University. Ithaca, N. Y.: Cornell 
a. bibliography series #2. 60 pp. 


Designed as an introductory refer- 
ence work for hospital administra- 
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Book Corner 


tors, Prof. Wasserman’s bibliography 
provides an orderly presentation of 
various current sources which com- 
prise the informational tools of the 


sources; statistical sources; facts on 
individuals and organizations; pe- 
riodicals, indexes, abstracts and 
services; professional, research, and 
university programs; literature and 
bibliography—with short comments 
about the service and coverage of 
each. 

The mimeographed manual also 


HA’s craft. 
Material is grouped into sections 
on library facilities; government 


contains an alphabetical list of or- 
ganizations and publishers, with their 
addresses; and an index. 


VAC | provides Happier, Faster recovery 


for every surgery patient 


This new concept of closed wound suction for all 
average or greater size surgical wounds promotes 
healing—patient comfort—and early ambulation. 
Reduces (often eliminates) surface drainage. Reduces 
need for changing wound dressings. Eliminates wound 
swelling (important under casts).-Painless to patient 
and reduces post-operative pain. 


Multi-Perforated Wound Tubing Non-pyrogenic—flexible—non- 
collapsible. One piece: 4 ft. long x Y% in. diameter. 


Approx. 11 inches of perforations. Easily cut to any 
desired length. 


Spring Evacuator Pump Applied and started in operating room. 
Not restricted by power source. Obviates concern 
over too little or to much suction. Easily emptied and 
re-set. Light and portable. Disposable. All HemoVac 
parts arrive in surgery sterile (gas sterilized) and 
properly sealed. 


Write for new illustrated brochure 

Developed and manufactured by Snyder Mfg. Co., Inc. 
New Philadelphia, Ohio 

Distributed exclusively by Zimmer Manufacturing Co. 
Warsaw, Indiana, U.S.A. 


QUALITY SERVICE 


RESEARCH 
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When emergencies occur, any of several facilities 
become instantly required. The new NCG Recovery 
Planning brings to the bedside all necessary supply 
lines. Oxygen, vacuum and electricity, are on hand. 
A standard blood pressure apparatus mounted so it 
can be rotated for good visibility is ready, and an 
emergency signal switch is in easy reach so that help 
can be summoned without abandoning the patient. 
When the Nursing and Service Unit is not in use, 
the ceiling mounted unit telescopes up and out of 


the way. 


Send for complete information today. No obliga- 
tion. Ask for NCG Bulletin NM-220.000-M-6F. 
NATIONAL CYLINDER GAS DIVISION 
OF CHEMETRON CORPORATION, 840 N. 
Michigan Avenue, Chicago 11, Illinois. 


STERILE-TREAD KEEPS BACTERIA 
OUT... placed on floor in corridor, it effec- 
tively reduces bacteria count on shoes, wheels 
and casters. Write for NM-210.030-M-6F. 


immediate care 


COMPACT ELECTRONIC HEART 
MONITOR warns of cardiac emergencies 
. . . Now a single, six ounce instrument, 
the Veling Heart Monitor, translates the 
electrical activity of the heart into audible 
or visual signals as desired. Write for NM- 
155.000-M-6F. 


VACPAK answers all needs for respiratory 


and suction therapy . . . provides vacuun 
for intensive care of post-operative cardio 
vascular, thoracic and other cases wher 
vacuum in low ranges is required. Write fo 
NM-VACPAK-M-6F. 


NATIONAL CYLINDER GAS 
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Summer Program Set 

By Camp for Epileptics 

The annual summer camp program 
for children with epilepsy will get 
under way July 1 at the National 
Children’s Rehabilitation Center, 
Leesburg, Va. 

According to Charles Kram, M. D., 
director, applications for admission 
for children from seven to 15 years 
of age are being accepted. Children 
from all parts of the country are 
eligible. 

Besides taking part in all types of 
summer camp activities, children at 


the Center also receive medical and 
psychological treatment in line with 
their needs. 

The Center is sponsored by the 


Federal Association for Epilepsy 
(The Epilepsy Foundation) in Wash- 
ington, D. C. 


Osteopaths Sue to Stop 
California Merger 
The proposed merger of medicine 
and osteopathy in California has 
prompted a suit by a group of osteo- 
paths to halt the action. 

In a complaint filed in Los Angeles 


Are your surgically prepped patients 
“merely surgically clean” or is the 
operative site “completely sterile” 


even during surgery? 


If you feel that just surgically clean 

is enough, stop reading here. 

If, on the other hand, you feel that 
isolation of the patient’s skin from 

the wound is an important step in 
controlling infection, read on. 

You'll want to know about Vi-Drape’® 
Surgical Film—a soft, pliable transparent 
plastic sheet adhered firmly to the 
operative field with Vi-Hesive® Adherant 
after the usual prep. This bacterial barrier 
presents a sterile operative site for incision. 
Please write for complete information 
including: reprints from surgery journals, 
bibliography, instruction brochure for 
teaching, and descriptions of color- 
sound movies available for showing. 

Ask your purchasing agent to discuss 
Vi-Drape Film with your regular 

surgical supply representative. 


AEROPLAST CORPORATION 420 Dellrose Ave., Dayton 3, Ohio. 


Originators of aids for improved asepsis 


1. Am. J. Surg. 100:590 Oct. 1960 
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Vi-Drape® Film and Vi-Hesive® Adherant — Pats. Pend. 


County Superior Court, the group 


ask for damages and for an injune. 
tion to prevent conspiracy “to de. 
stroy and eliminate in the State of 
California the lawful and independ. 
ent profession of osteopathic medj- 
cine, and a free, separate and law. 
ful school of medicine.” 

Under the terms of the merger, 
the osteopathic college would be con. 
verted to a medical school and Cali- 
fornia’s 2,400 licensed  osteopaths 
would be given the choice of retain- 
ing their D. O. degrees or convert- 
ing them to M. D. degrees. No new 
D. O.s would be. licensed, and the 
State Board of Osteopathic Examin- 
ers would be abolished. 


N.Y. Nurses Get 


1.V. Authorization 

A ruling handed down by Attorney 
General Lefkowitz of New York 
state authorizes that state’s nurses 
to give blood transfusions, intrave- 
nous injections, infusions, and other 
I. V. procedures, under a doctor's 
supervision. 

This ruling has clarified the state 
Nurse Practice Act to include intra- 
venous technic as a_ professional 
nursing function. 


Wisconsin Scientists 


Discover Smallest Virus 

A virus just purified and analyzed 
at the University of Wisconsin, Madi- 
son, has proved to be the smallest 
known to science. The simplicity of 
its structure and chemical composi- 
tion may make the study of its be- 
havior easier than is the case with 
larger and more complicated viruses. 

The new virus, the Bromegrass 
mosaic virus, is only about half the 
size of the type which causes polio. 
It causes mottling and streaking of 
a common prairie grass. 

Dr. Paul J. Kaesberg, professor 
of biochemistry at the university, 
and graduate student Larry Bock- 
stahler succeeded in purifying, an- 
alyzing, and weighing the virus, and 
taking it apart. They found that it 
was composed, like other spherical 
viruses, of a center of nucleic acid 
surrounded by a shell of protein. 

Dr. Kaesberg states that this dis- 
covery of a virus that can be grown 
easily and in large quintities will 
facilitate studies of how similar v!- 
ruses react. 
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WILSON 
GLOVES 


THE ONLY BRAND WITH 
flat trim wrist and naturally curved fingers 


Now available in a new wrist style—without beaded 
edge—color-banded Wilson Gloves are better 
than ever. They slip on more easily, fit the wrist more 
comfortably, show less tendency to roll down in 
use. And with exclusive curved fingers that follow 
natural hand conformation, Wilson Surgeons’ Gloves 
are unsurpassed in fit and comfort. 
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BECTON, DICKINSON AND COMPANY 
RUTHERFORD, NEW JERSEY 


in Canada: Becton, Dickinson & Co., Canada, Ltd., Toronto 10, Ontario 


WILSON AND B-D—REGISTERED TRADEMARKS, U.S. PAT. OFF. 80060 
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just insert the INCERT 
It’s simple and safe 


‘“...in addition to being a disposable unit...[Incert] introduces a change in ty 
traditional technique of adding a medication to intravenous solutions.’* 


Eliminates ‘the use of: the traditional, and potentially hazardous, syringe-need: 
method...’’* in parenteral therapy. 


m@ No Ampules @ No Syringes @ No Needles @ No Autoclaving @ No Rinsing- 
Sterile Technique Is Unbroken. 


Note these findings: 


“The Incert System of disposable vials reduces . . . air-borne contamination ... to a minimum .. ."* 


q “... the disposable vial system minimizes the potential transmission of infectious hepatitis.”* 
‘There is greater accuracy in delivering a pre-measured quantity of medication.”* 


*Bogash, R. C.; DeLa Chapelle, N.; Sowinski, R.. and Downes, D.: Disposable ‘Iype Vials for Adding Medications 
to Large Volume Parenterals, Am. J. Hosp. Pharm. /7:104 (Feb.) 1960. 


INCERT, 


| developed by 
a TRAVENOL LABORATORIES, INC. 


Pharmaceutical Products Division of 


BAXTER LABORATORIES, INC. MORTON GROVE, ILLINOIS 
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